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1 6aUNI O

There is a growing interest in brief, levost workplace health promotion interventions

for wellbeing, which target increasing resilience, mindfulness and positive appraisal.
One such health promotion intervention is Positive Mental Training. Three linked
studies set out to investigate the efficacy of Positive Mental Training in the workplace.
Study 1 used double blindrandomised control trial design, with healthy volunteer
employees randomised to intervention or control conditions. Validated questionnaires
measured wellbeing, resilience, mindfulness, burnout and emotional distress at 4 time
intervals, over a 6 month ped. Multi-level linearmodelling showed significant
effects of the intervention on wellbeing and depression. ANCOVA analysis revealed
these benefits were not sustained at follow up (26 weeks). Study 2 expanded on study
1, with qualitative interviews of yrposefully selected participants of study 1. A
grounded theory approach was used to explore individual motivations, benefits and
limitations of the programme. Study 3 adopted a component research design to
investigate one possible underlying aspect of thultr-component health promotion
intervention (positive appraisal suggestion) in a student populatidnexamined
whether relaxation increased this effeasifive appraisal suggestions given with or
without relaxatiorwere both able to significantipcreasdevels of positive affecnd
selfesteem compared to a control. Positive cognitive bias was found to increase in
both the active conditions and the control suggesting differential cognitive and
emotional processes, in that an increase in posiBevas not associated with an
increase in moodverall these studies indicated evidence for the efficacy of Positive
Mental Training in workplace health promotion, explored experience of participants
undertaking the study anihvestigated the underlying enhanisms of an active
componentof Positive Mental TrainingTheoretical and clinical implications are

discussed.
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This thesis falls into three sections: Each section relates to a research study
investigating the use of a mental health promotion programme, Positive Mental

Training, as an intervention to promote wellbeing and resilience.

1) Study 1 employed quantitativeethodolgy to evaluate a mental health
promoting programme, Positive Mental Training, in the workplace.
Healthy volunteers were recruited and randomised to intervention or
control conditions described awerbal relaxation trainingand music
relaxation taining.The intervention was a 12 track multicomponent audio
programme, incorporating relaxation, suggestion and visualisations, and
the control condition was the background music of the intervention. A
longitudinal study design was adopted wwialidated questionnaires
measuringhe outcomes of interest at 4 time intervals, pre, during, post and
at 6 month follow upResults were statistical analys€ltcome variables,
wereidentified from the literature revielmp ocess of Oo.per at. i
This is consistent with the experimental methodology #&adilitates a
shared understandingyithin the scientific community, aking this
research more easily understood and its contribution nea®ly

identifiable.

2) Study 2expanded on and developed study 1,elnyploying qualitative
methodology This methodologyevaluaté the intervention through
exploration and generation of conce
experiencesf their participation in study 1 whicilowed cagure of data
not present witim the quantitative methods disly 1.A grounded theory
approach was adopted and setnuctured interviews were carried out on
purposively selected participants from both the control and intervention

groups from study 1.
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3) Study 3 further extended study 1 and study 2 by adopting a component
research design to investigate the effect of a single component, of this multi
component health promotion intervention. The component of study was
positive appraisalsuggestion whictwas irvestigated with and without
relaxation,and compared to a contrdMeasures of emotionality and
underlying cognitive biases were examinédditionally psychological
resilience to a stressor was tested. A student population was used in a

university setting
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1 LYGNRRdAzOUA2Y

Wiental health and welbeing are fundamental to quality of e WHO 2005

This introduction presents the reasons for and challenges herein for promoting
individual psychological resilience anslellbeing in the workplacelt begins by
outlining theextent of mentatlistresswith specific reference tthe workplace, and
thusestablishethepressingieed for effective preventative strategidsis is followed
by a critical reviewof the relevant literaturéhat laysout the concepts which define
the areas of interest. This takes the form of firstly considesiregs at workand
current management approaches to fhere follows a description of common mental
health disordergndthe concept aburnout.The introduction themtroducegositive
mental health and its constituents, wellbeing and resiliéftoere follows a critique
of mental health interventions at work and then a description om#regal health
promotion programme Positive Mental Training and the rationale for its uEke

section finishes with a description of ttesearch framework and hypothese

1.1 Scope of mental distress

The World Health Organisation hdeclared mental healthto bethd oundat i on
welkbei ng and effective functioning for b
(WHO, 2004, p.1pand defined it as a stadehich allows individuals to realise their

abilities, cope with the normal stresseditd, work productively and fruitfully, and

make a contri but i(WHO,2004p.t5®%ei r communi tyo

However @&pressive disordefsave been identified dse secondnost common cause
of disability worldwide, according to the Global Burden of Disease 2010 &tadsari
et al, 2013) Additionaly these researchensoted thatclinical depressiomalso
contributed separately to the burden of suicidality and coronary heart dishase.

findings highlightdepressiorms a public health priority andmphasis¢heimportance
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of developng andimplemening cost effective interventions t@duce the burden of

this condition

In Europe it has been estimatéwm data from all 27 European Union countribs

every year over a third of the population experience mental health dispdechen

et al.2011) They estimate thdess than on¢hird receive treatmena similar figure

has been reported in the YKIcManuset al.2007) andconclude that there is a need

for increasedesearch to find better strategies for prevention and treatment of mental
health disordershe approach investigated in this thesis, to offer employees resilience

building programmes, may offer such a solution.

In Britain,the 2007 Adult Psychiatric Morbidity survesstimated that at any one time,

1 in 6 adults will have a common mental health disqgr(McManuset al. 2007)

Commonmenta heal th disorders ( Gbhiascpndifioasv e b e

that cause marked emotional d(@eMamusess and

al. 2007, p. 25 andis a collective term for the different types of anxiety and
depressionlncidence is higher among women and in people agesft4tearsThere

is however a lack of consistency and conserisudocumenting and describing
commonmentalhealthdistressor disordersparticularly with reference to the inclusion

of stressFor example the British Occupational Health Research Foundation (BOHRF)
(Seymore & Grove2005), in their systematic review of common mental health
problems at workused a defiition of CMDs that @ not include stress, however the
studiesincluded in this revieveommonly referedto stresgelated disorderg-or the
purpose of this current study the term psychological distress was used to include stress,
anxiety and depressiorOther surveys include stress along with anxiety and
depressionsuch aghe Labour Force Survewhich surveys 60,000 adults, annually
collating selfreported work relatediness, the commonest beimgusculoskeletal,
followed by stress, anxiety and depression2011/2012 over half a million people
reported work stress at a level that was making them ill, resulting in 10.4 million lost

working days fromstress, depression and anxi€tySE, 2012).This source of
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informationmayrepresehan underestimate, perhaps dusuovey desigmespondent

bias and the changing nature of woekg. attributing illness to patime work may be
more problematicThe Bristol Stress & Health at Work studgporteda greater
number,over 5 million people(onein five workers)that feel 'very' or 'extremely’
stressed by their worlA survey from a different perspective, wade unionsafety
representatives, reported that the number of workplaces citing stress andbeir
common concernhad risen byY2% intwo years, to 58%, representing three in five
workplacegTUC 2004) Clearly, however psychological distress is measubhede is
consensushatthe extent of the problem even at lower or conservative estimates is
considerable, and th#tis results in significant costs to individuagsnployers and

society

Costs to the UK employer have been estimated to be signifi€2 billion/year, or

£1035 for every employee. This estimate includekness absencand reduced
productivity of those who remain at work whilst ill (presenteei$8GMH, 2007)
Researchers, on examining the relative cost to the employer of 10 modifiable health
risk found that depression had the highest associated(Gusttzelet al, 1998) The

other risk factors were smoking, excessive alcohol intake, being overweight, high
blood glucose, high stress, sedentary lifestyle, high cholesterol, poor diet and
hypertensionThey found that depressed employees cost their employer 70% more
than nordepressed employees; that those with unmanageable stress cost 46% more
than nonrstressed colleagues and those with both stress and depression the increase
was 147%(Goetzelet al, 1998) Other researchers have estimated that depressed
workersé productivity is about 20% | ess,
confidence and fatigu&reenbergt al. 1993) These estimates are limited in that they

do not take account of the impact of the absenteeism on the mental health of co
workers, nor do they include wider societal costs associated with ill heatth as

caring and days or skills lost to the workforce and health care costs.
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1.2 Unmet need of psychological distress

The Adult Psychiatric Morbidity survepund that on average only 24% of those with
CMD were currently receiving treatment, a treatment rate that dropped to 15% for
those with mixed anxiety and depressive disor@@cManus et al. 2007) This
indicates the extent of undiagnosed depression and anxiety in society and the large
numbers of those with significant mental distress that do not attend health
professionalsThis study, as with earlier nationsirveys provided a cross sectional
snapshot of the CMDs in the population and as such gave no information on the
progress and duration of mental health disordersgitudinal studies address this and

a follow up ofindividuals interviewed ithe 2000 Psywatric Morbidity Survey found

that 18 months later 38% of those with CMDs had recovetel 11% of the total
sample had developed a CM8ingleton & Lewis, 2003)Predictors of onset of CMD
were found to be living in rented accomtiation, and experiencing stressful events,
i.e. those who experience over 3 stress events within the 18 month survey period had
an increase in onset of CMD from 3 % to 22% in women, and 17% inkiosvever

the strongest predictor for onset was-siibical symptoms in the 2000 survey. This
supports the view expressed by Key@902) that although CMDs are clinical
conditions, mental health can be conceptualised as on a contiwhenein any
deficiency in good mental healih associated with greater riskof depressionThe
concept of health as a contimaus one that is particularly helpful for mental health.
CMDs are conditions that are defined by symptoms that represent a level at which
clinical caseness is preseHbwever as indicated by thedult Psychiatric Morbidity
Survey nany CMDs are untreatechéd may well be undiagnoseandthis, along with
subclinical conditions indicaes a substantiallevel of mental ithealth in the
community. Given that there is still stigma attached to diagnosis of depression and
anxiety,particularly in light of the new expanded diagnostic critefithe American
Psychiatric Association (DSM V)ts rejection by the National Institute for Mental
Health (NIMH, 2013)JAme r i c a6 s ma itahhedthreseheckand hdt theree n

is debateabout the value of diagnoses (Timimi, 20l jnay be more helpfub talk

of psychological distress terms of stress and to address it inam-stigmatising

manner The next section will describe stress with specific reference to stress at work.
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1.3 Stres

1.3.1 Defining Stress

Stress i s a term used to define the bod

external(Patel, 1989)Although not all stress is harmful, the term as it is used here in
this thesis, relates to the negative effects of hatmogmuch stressor the having

symptoms of stress.

Lazarus in his review (1993, #) describes four basic concepts of the stress process;
1. A causabgent (internal or external); 2n evaluation (by mind or body); &oping
process by mind or body; dré.A complex pattern of effects on mind and body, often
referred to as the stress reactibnom this it can be understood how exposure to a
stressful experiencmay leadto physiologicaland psychological distresscluding

anxiety or depression

Stress has beealsoproposed to be a specific emotional s{@kark & Watson, 1991,
Henry & Crawford, 2005; Lovibond & Lovibond, 1993h their factor analysis of a
scale to identify and discriminate between anxiety and depression symptoms,
Lovibond & Lovibond (1995) found that a unique third factor emerged, in addition to
the depression and anxiety factoris third factor, became the Stress scale within
their Depression, Anxiety and Stress Scale (DASSibond & Lovibond, 1995)and
conssts of items that assessed irritability, restlessness, nervous tension, agitation,
difficulty relaxing, and low frustration tolerancéhe concept of a third independent
factor within the spectrum of anxiety and depression also concurred with thetg&iparti
model of anxiety and depressif@lark & Watson, 1991yvhich proposes that anxiety

and depressn share a nonspecific affect component that encompasses generalised
distress but are distinguishébm that componenby physiological hypearousal
specific to anxiety and low positive affect, specific to depressidre stress
component of th®ASS has also been found to reliability reflect worry within a-non
clinical population further supporting that stressdistinguishable from general
distres{Szabg 2011) Matching the DASS stress subscale scores to aastdblished

worry guestionnaire Penn State Worry Questionnaire (PSWQ) and to diaries, this
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researcher found that results of hierarchical multiple regressions revealed that the
DASS stress sudzale explained a significant amount of variance in worrying over and
above the variance explained by depression and anxiety, in both toerselietion

guestionnaires and the diar{&zabo, 2011)

1.3.2 Work related stress

Work - related stress has beegfided by the Health and Safety Execu(M&E, 2012)
a sa harmful reaction that peopleave to undue pressure and demands placed on

them at work.'

There is a considerable body of research that has identified stress as a major
contributing factor to ill health, particularly psychological heal@artwright &
Cooper, 2005; Lurgt al.2007; Melchioret al.2007)One of the earliest, and probably
most impactful work and health study, is the Whitehall Stublye first study,
Whitehall [, followed a cohort of civil servant employees for 10 years from 1967 and
the Whitehall 1l study started in 1988armotet al. 1978, UCL; 2013) Contrary to
expectation®f the time[that higher grades of management experience more]sitess
was found that lower grade employees experienced greater stress, through low job
control and greater job demands, with a correspondent goeaierary heart disease

risk, compared with senior colleaguéhe lower grade workers also had higher
prevalence rates of risk factors, such as obesity, and smoking, which accounted for
only 40% of the difference in increased cardiovascular mortélitysmaet al. 1997)

Other studies have similarly found that workplace stress is significantly related to
coronary morbidity and mortality, coronary vascular disease aokestfor a review
see(Backe,etal. 2012)

The job demangbb control model is a widely cited work stress model and proposes
that work stress (strain) is a result of an imbalance between the demands of the job and
job control with high demands and low control leading to s{t¢asasek & Theorell,

1990) Job control has been hypothesised to consist of decision making and skill
utilisation and job demands can be emotional, mental or phy&ieshsek, 1989)

Conversely this model also hypothesises that high job control and high job demand
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will result in increased work motivation, learning and personal growth. A recent
longitudinal study found that this model applied where the naturbeotvbrkwas
mental or emotionaland not physical, and that also that there was a significant
relationship between low job control apgychosomatic health symptorfi3e Jonge

et al 2010)

Anothersimilar recent theory thatso incorporates job demands is jiledemands
resources modéBchaufeli & Bakker, 2004 his theory proposes that work has both
job demands and job resources. Jemdnds are those aspects that require physical
and/or psychological effort, whilst jotesources are those aspects of work which
reduce job demands, help reach work goals and increase personal develdpment.
resources foster motivation, both extrinsictivation, through attainment of goals

and intrinsicmotivation, through work providing belongingness, competency and
autonomy. Job resources are positively associated with work engagement. When job
demands exceed job resources then health impairmenesaltsrThis process has
been found to be mediated by burn@Atola & Hakaken, 2007; Hakakest al 2006)

A three year longitudinal study of Finnish dentists found that job demands predicted

burnout which predicted future depressi@fHakakenret al 2008)

These theories emphasise th@ane between demands and resourddserefore
interventions that can foster and increase the use of individgalircessuch as
psychological skills, may be useful, particularly in work contexts where reducing
demands may not be practical or feasible

1.3.3 Work related gress complaints

Work related sess complaints have beeategorisedad di st ress compl ai |
are predominatelgnxietyand depressiomnd burnou{De Venteet al.2008) These

are reviewed below.
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1.3.3.1Burnout

Burnout was first defined in the 1980s by Maslach and Jacksard s y ndr o me 0|
emotional exhaustion, depersonalisation and reduced personal accomplishment that

can occur among individuswho world (Maslach& Jackson1981, p.1) andsince

then the Maslach Burnout Inventory (MBlasb e come t he o6golrd st anc
burnout (Schutteet al. 2000) At the core of the concept of burnout is emotional
exhaustion which describéselings of being overextendeaind drained of personal

emotional and physical resources. Exhaustion represents the individual stress
dimension of burnout and results in actions of emotional and cognitive distancing from

work and has been identified asigrsficant factor influencing how satisfied patients

are with their car¢Vaheyet al. 2004) Depersonalisation reflects this distancing and
encompasses negative and cynical feelings and detachment towards Theénts

aspect represents the interpersar@hponent of the concepthe development of
depersonalisation depends on emotional exhaustion and therefore these two aspects
are correlatedReduced personal accomplishment is the third aspect of burnout which
represents the sedivaluative dimension oburnout and refers to negative self
evaluation, and feelings of incompetencparticularly with regard to work
performance with otherd.he concept of burnout represents a response to prolonged
exposure to emotional and interpersonal stressors at woris aodceptualised as a
continuum from low to high, rather than a dichotomous variable, i.e. present or absent
(Maslachet al. 1996; Schaufelet al 2001).

There havébeen numerous studies into the relationship between health and burnout
(for a reviewseeMaslachet al 2001). These have been carried out in many different
work settings, originally within the humaervices industry and health care, i.e. with
those professions that care for other peopid tlae MBI, known as the MBI Human
Services Survey (MBI HSSMaslachet al. 1996 was designed for this sector.
However the measure wkteradapted for educatidiMBIl ESi educator survey) and

for general use i.e. for those not directly involved with service recipients (MBI GS
general survey)The MBI GSassesses the same three constructs of burnout as the
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original measure but with a broader conceptualisatfamork, not limited topersonal

relationships within the jofMaslachet al, 2001)

Maslachet al.(2001) in their review, report that burnout seems to be higher in younger
people.lt is also inversely correlated with hardineas, well asinternal locus of

control and sefesteemEngagement is the arttésis to burnout and is conceptualised

as an individual 6s relationship with the
and efficacy Burnout is particularly related to job demands (i.e. work overload,
emotional demands) and engagement is particutatited to job resources, such as

job control, support and learning opportunitiBsirnout is understood to occur when
demands exceed resources (Masktc.2001).Resources have been broadly defined

to encompass both aspects of work environmentaiii®nomy, supervisory support)

and aspects of personal resources that help manage the work environment (e.g.

wellbeing,emotionregulaton resources) (Lilius, 2012).

What helps recovery from burnouf®ere are many studies on individual coping (see
Maslach et al 2001 reviewy and fewer organisational studies addressing thAs.
burnout is a phenomenon that is related to work, it is generally thought that recovery
involves non work activitiefor example burnout has been shown to be influenced by
restorative activities such as leisure time at weekends or evéhiitgs& Sonnentag,

2005) More recenthhoweveryesearch focus has shifted to recovery in the workplace
andit has been shown that there are activities that can take place in work that can be
restorativee.g.work timebreaks such as lun¢firougakoset al. 2008)which enable
employee wellbeing and reduce burnout. Other researchers have focused on personal
resources and their ability to bestorative for examplencreasing positive emotions
(Thomanet al 2011;Ticeet al 2007).

1.3.3.2Depression & Anxiety

The toll of emotional psychopathology on healtk haen highlighted at the beginning
of this thesis with the recent assessment that depression & thigtest cause of

mortality and morbidity worldwide.
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Depression and anxiety are characterised by having high levels of negative affect, with
depression being distinguished by low positive affect, and anxiety by physiological
tension and hyperarous@lark & Watson, 1991)it has been estimated that 40% of
those with depression also have a current anxiety disorder and 45% of those with

anxiety have a concurrent depression disof@assanet al.2003)

1.4 Mental Health Promotion a Work

With amost 70% of working age adults in employmeittis recognised thathe
workplacecan bean appropriate and effective setting for the prevention of common
mental health condition#ill et al.2007). Although here has been a 70% decrease in
work-related injury, disease and deathcsithe Health & Safety at Workch (1974)
wasintroducedmost of thishas beemlue to the changes in wopkactice with a risk
managemenapproach, the traditional approach to health in the workplaome
eviderce hassuggestedthat the HSE management standards approach (a risk
management approach) is effectilgsing job satisfaction as a measure, amongst
others, of job stress, research has found that the HSE management approach, measured
by assessing the orgaations performance against the standards, was inversely
correlated with job related anxiety, depression, and positively associated with job
satisfaction(Kerr et al. 2009) However the generalisabilty of this study is limited as
only one workplace was surveyed, usisglfcompletion questionnaires, with a

response rate of 29%.

Therisk management approach has been critidigddunt etal. (2007) in their review

of occupational health strategiesbeingpoorly applied particularly to prevention of
psychosocial conditions i.e.ress, depression and anxiefjhey concluded that to

opti mi se workersd wel |l baithwgs notsudficienti ask mar
wel | b e imorg thdansthe @bsence of sti@ss. (vip). Taking a broader
biopsychosocial approach was recommended, which included ensuring the presence

of wellbeing resources, such as increased social support, and posiéith he

behaviourssuch asccess to healthy eating and exercise classes.
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Accordinglythere is now a shift to preventing illness and promoting wellbeing at work
which has led to an increased number of health related activities in the workplace
(Black, 2008). Governmerg recommend employersmplement policies (non
statutory)to prevent and control work related stréskSE, 2005, 2007aand have
commissioed many reports and reviews to inform their policiegy. (Harropet al.
2009;Hill et al.2007; Luntet al.2007) Despite this, the number of thodeessed at

work has not decreased and thus there is a need for effective workplace health
promotion and increased understanding of the role this has to play in employee mental

health and wellbeing.

The TUC 2004 report concluded that employers were failing to tackle the main
occupational health challenges, of which stress was the key issue within most
workplaces(TUC, 2004) The TUC 2010 report of safetgpresentatives stittites
stress as the most frequently identified workplace hazard and recoipaisthere is

a cléar need for an integrated occupational health strategy, covering all areas from
prevention t(@UC2010pH2)| i t ati onod

The European Network Workplace Health Promotion have a consensus definition of
workplace health promotiofENWHP, 2005, p. 1) it is

ANorkplace Health Promotion (WHP) is the combined efforts of employers, employees
and society to improve the health anell-being of people at workThis can be
achieved through a combination of:

1 Improving the work organisation and the working environment

1 Promoting active participation

T Encouraging personal devel opmento

A European repoiiFederal Institug for Occupational Safety and Health 2008)est
practice in workplace health promotion activity recommended that mental health
promotion should be integrated into the company structure by using existing structures
for identification (e.g. Occupatiohbhealth staff and manager3hey also advocated
that both a o6top downd and Obottom upo
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both the management levelfocusing on optimising working conditiopsand
combined withindividual level action to incigse wellbeing(such as boostinigternal
locus of controlfacilitating social inclusion, developing coping strategies, reducing

anxiety and depressipn

Concurrent with the increased empkas health promotion at wori,is increasingly
recognised that work can have a positive impact on developing good health and
wellbeing. This is reflected in th8cottish Executiv§2004) policy to advocate a
0heal t hy danmekhatcoptinuously prdvides working gggople with the
opportunity, ability and support and encouragement to work in ways and in an
environment which allows them to sustain and improve their health andbevetp
(ScottishExecutive, 2004p. 11. This approach encompasses the recognition that
heal t h S not j ust the absence of di se
functioni ng (Ryand Derix200iyWacdell @red 8urton (2006) in their
review 6ls wor k gooleifrog? § oawdherdisastibreg ht faantd
evidence base that work is generally dofor physical and mental health and
wellbeingd (Waddell & Burton, 2006p. iX). Howeverthese studiedhavea health

selection effeGt most are short term in nature and do not look at leergn
relationshipsAlso importantly the review considers average effétéé maskthose

for whom work causes ill effect3herefore although it is generally recognised that

work is good for health and wellbeing, this does depenth@mature and quality of

the work. The fact that theTUC 2010 safety executive report (mentioned above)
included for the first time bullying/hasament as the second most commonly
identified hazard (after stressidicatesthe presenceof unhealthy workplaces and
emphasises theeed to give employees the confidence and skills to chthegetoxic

cultures.

However the general acknowledgementha positives to be found in the workplace
is a welcome shift to a more positive focus in genayal.until now though most
interventionshave beeriocused on diminishing negative measures of psychological
distressrather than accentuating the benefitpositive mentalhealth.Building on

Clark & Watson's(1991) observation thatlepression icharacterised by the low
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positive affectthere has been recenterest in developing approaches that increase

positive emotions in order to aid recovery from medyafunction(Pictetet al.2011).

Positive Mental Training is an intervention that adopts such a positive appftésh.
next sectiontherefore,will describe positive mental healthts constituents i.e.

wellbeing and resiliencend the benefits & positive mental healtdgpproach.

1.5 Positive Mental Halth

Positive Mental Healtliefers to theconceptualisation of mental health in positive
terms, through positive indicators of wellbeiMyHO, 2004) Positive mental health

IS a termwhich is used in the literature synonymously with mental wellbeimg
wellbeing.(Tennanket al.2007) Other researchelave definedve | | b eheatthy, as 0
congruent, and vital functioniigRyan & Deci 2001p. 147).

1.5.1 Describing Wellbeing

In his influential review Diener (1984) identifies 3 aspects of wellbeing witinen
research literature.

1) Wellbeing as a normative standard against which an individual can be judged
wellbeing is the framework of the observer and not the individuals own
evaluation.

2) Wellbeing as life satisfaction, i.e. asindividuals own evaluatio of their life
in positivetermsAs such this view is based on
what is a good quality of life and is therefore a subjective evaluation.

3) Wellbeing focussing on having more positive emotions (positive affect) than
negativeaf f ect and an individual s predi sp
whether or not currently experiencing thérhis view is also a subjective

evaluation.

Thelatter twoaspects arencompassed subjective wellbeing (SWB{)Diener, 1984)

13
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Another way of conceptualising wellbeing has been described by Ryan & Deci in their
review of wellbeingRyan& Deci, 2001) These researchers identified two aspects of
wellbeingi hedonism (pleasure and happiness) and eudaimonism (actualisation and
ful filling Had@iéns is the exmenence afl pleasure, as oppbtise
displeasure in all areas of life, i.e. in both mind and body and can be thought of as
subjective happess or subjective wellbeing (SWB) and equate to the second and third
aspects identified by Diener (abov&udaimonism on the other hand expresses the
view that wellbeing is more than happiness and encompasses individual actualisation

and psychologicalunctioning.

Ryan and Deci (2000) theorise that stdtermination theorySDT) comprisesthe
core of eudaimonic wellbeinghrough describing the attainment of sattualisation.
SDT states that there are three basic psychological hesedenomy, competency and
relatednessandfulfilment of theseneedss essential to psychological wellbeiagd
selfactualisation(Ryan & Deci, 200Q) Where thee requirementare not met, this
will result in poor personal development do@ psychologicalvellbeing.lt is argued
that different types of motivations or goals enhance or undermine these wibds
concomitant positive or negative effs. Intrinsic motivations,are those that are
interesting and enjoyable in themselvesich as personal growth @nhanced
relationshipsIntrinsic motivationdrave been found to ositively related to greater
physical and psychological wellbeing, whaseextrinsic goals, such as wealth, or
fame undermine wellbeingDeci & Ryan, D00; Kasse& Ryan, 1993Kasseret al.
2007). However the cross cultural relevaypof this theoryhas been questiongasks it

has been argued thidte basic premise of autononas a universal neecthay not be
valid in all societiesSDT relates to Western cultures that are individualist in nature
which value the experience of autonomwhilst other Eastern cultures value
conformity and family intedependence and so may not experience the same benefits
from satisfying this nee@anget al.2009.

Happinessand positive mood, aterms used synonymously for SWi®iener1984)
Happineshasbeen operationexd by Seligmarand colleaguesto threeconcepts

positive emotion engagementand meaning Their researchsuggestshat the most
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satisfied people are those who embratthree, withengagemerdand meaningpaving

the greatest weigliSeligman et al.2005) Howeverhappiness an8WB research has

been crittised as being too narrow, and not encompassing the broader aspects of
wellbeing and therefore conditions that promote SWBy mat necessdy yield
eudaimonic wellbeingthat the hedonic search for happiness cabeatquated with
wellbeing(Ryff & Singer,1996.

However some measures of wellbetagpturethis broader approachy encompassing
both SWB and eudaimonic conceptual perspect{fennantet al. 2007) thereby
conceiving wellbeing in a wide inclusive mannarsheatihy, congruent, and vital

f unct (Ryam& Degi, @001 p. 147and thus helpful for assessing positive mental

health therapeutic interventions.

1.5.2 Benefits ofwellbeing

Wellbeing as noted abevs a diverse catego(fiener & Chan, 2011but research
into the benefits of wellbeing, usually focuses on SWB and fallswadoroad areas
i life satisfaction and positive affect, often measured as a single concept, to include

these differing aspects

Lyubomirsky and colleaguda their metaanalysis of 225 papers on happiness and
wellbeing, found that happiness SWB is associated with a wide range of advantages
associated with succegkyubomirsky et al. 200). (Here successvas defined by
societal attributes of good mental health and good relationships at home and work.
Longitudinal evidencesuggest that it is happiness, that causes these successful
outcomes, rather than happiness being a result of su&milarly Diener andChan
(2011) in their review of the SWB literature concluded that there is compelling

evidence that SWB influences health and longevity;dhta ppy peopl e | i ve

SWB has been found to bsharacterised by a preponderance adifve emotions,
positive affect(Lyubomirskyet al. 2005)and it is the amount of time spent feeling

positive rather than the intensity of the experience that presgilfteportechappiness
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(Dieng et al.1991) Thereisdebat e i n the |l iterature of
pointoé for SWB, . e. an emotional poi nt
emotional challengeEvidence for this is seen in, for examplegdows returning to

previaus states of wellbeing after death of a spdBsmanncet al.2005) In addition,

twin studies suggesitere may ba heritablecomponen{Bartels& Boomsma2009)

Identical twins reared apart had more similar levels of SWB thandsmtical twins

reared apartTellegenetal. 1988) However it has alsbeen proposed that set points

differ between individualand thatan i ndi vi dual can have d
throughout life(Dieneret d. 2006)and most importantly from the point of view of
thiscurrentstudyt hat an ISWRIdarvdhahg€aidnérest al. 2006; Tay &
Kuykendall, 2013)

Characteristics of positivemotionsinclude confidence, optimism, sedfficacy, self
esteem, activity energy, immunity and physical vibelhg, effective coping with
challenge and stress, originality and flexibility, personal mastery and control
(Lyubomirskyet al.2005) Positive emotions lead people to think and act in ways that
promote resource building and involvement with approach d&é#list & Thraash,

2002) They are in possession of past skills and resources which they have built over
time during pevious pleasant moodsyubomirskyet al.2005) The characteristic one
group of researchers found to have the highest correlation to happiness was affiliation,
i.e. the inclination to relate to other peofide Neve & Cooper, 1998Jhis is reflected

in other characteristics of positieenotionthat have been observed such as likeability,
positive cmstrual of others, sociabilitand prosocial behawur, as observed, for
example, in the study that happy college woman were less likely to be hostile towards
other women compared with women who were less hd@oyvan et al. 1998)
Inducing positve emotionsby manipulating unexpected rewatuss been found to be
associated witmany cognitive benefits including (amongst others); creative problem
solving; integration of ideas; ability to focus on important negative information when
needed; cognitive flexibility, i.e. ability to swap perspectives between self and others;
inclusive social grouping and generosity to self and others (for reviewsaee
Labroo 2003; Isen, 2008pnd most recently improvement in working memory

(Carpenteet al, 2013 Yanget al.2013. A criticism of these studies is that they have
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been carried out on an experimental basis, measuring short term outcomes and
sustained effects have not been assessed. However longitudinal studies show that
positive emotions haveffects on physical healtlassociated with less incidence of
physical illness and prolonged healthy life expectancy, reduced risk of stroke and
coronary heart diseageostulatedas due to the demonstrable reduced levels of
inflammatory biomarkers (inftaukin €6 (Brouwers et al. 2013, Di Bonaet al 2009

and promoting functional recovery if these everdsur(Ostir et al. 2008)

1.5.3 Subjective wellbeing and work

There are numerous benefits to wellbeing in the workplBic. only are happy
employees less likely texperience job burnout and show counterpradaatork
behaviours, such as absen@@onovan, 2000 Thoresenet al. 2003; Wright &
Cropanzano, 1998)ndless interpersonal conflict at wofan Katwyket al. 2000)

but they are also more 8ky to have greater job satisfacti@onnolly & Viswesvaran,
2000 )and are likely to exhibit behaviours which help them perform better at work, as
judged by their supervisor¢Cropanano & Wright, 1999)or clients (DeLuga &
Mason, 200Q)Similarly SWB in an organisation climate has been correlated with
increased productivity and profitabiliffFosteret al.2004 citedin Lyubomirskyet al.
2005)

Not surprisingly happier people have been reported to show fewer symptoms of poor
mental health, like depression & anxi€®iener & Seligman, 2002and those who

are optimistic are less likely to participate in unhealthy behaviours such as smoking &
drinking (Bogner 2001)

ResearchergFord et al. 2011) have also identified, from a mesamalysis of 111

di fferent studies of health and work per
health is moderately reingly correlated with their work performance. From these

aut horsé analysi s, It was revealed that

wellbeing were more strongly correlated with work performance, than negative
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indicators of mental health, such aspdessionHowever aghis metaanalysis was
based oncorrelatioral studes, causality is not known and it could be that work
performance influences wellbeinghis metaanalysis had a single inclusion criteria
effect size between a health variable améhdicator of job performanc®Vhilst effect

size is a good comparator between studies, the lack of other inclusion quitsismns

the robustness ofnalysis. With 111 studies, theravas a wide variation in
methodology,influendng bias and effect s& However it is interesting to note the
stronger relationship with positive health constructs, which reinforces the value of

including these in research.

Similarly the Health and Employment Review on the research evidence on work
related stress and ill health found that employee wellbeing was most strongly linked
to job satisfactiorfFaragheet al.2005) These researchers found that job satisfaction
was more strongly correlated with mental health than physical health and that
employees with low levels of job satisfaction were most likely to experience mental
health problems such asxietyand depressigras well as experiencingduced levels

of selfesteermand'burnout Job strain and job insecurity are aspects of job satisfaction
that are encompassed within this concept and other researchers have similarly
identified a strong link betven job insecurity, job strain and health, both physical and
mental(Kivimaki et al. 2012; Virtaneret al.2013; Witte, 1999)

Job stressors are unlikely to lessgimen thechanging nature of work and the
workplace (e.g. organisationatestructuring,qust in timed processesshort term
contracts,&zero houd contracts, selmanagement and home work)nd\ll have the
potential toincrease stressalthough for someit may be thatgreaterworking
flexibility may lead to less work deman{iSooper, 2006)To adapt to these evolving
and potentially challenging work place parns employeesnay be well served by
intervention programme® develop resilience to protect their wellbeidgy such
interventions should be evaluated in wadhtrolled studies, in line with evidence
based practicBMarineet al.2009).
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1.6 Resilience

According to the Oxford English Dictionag2013)resilience $
1. the ability of a substance or object to spring back into shape; elasticity:

2. the capacity to recover quickly from difficulties; toughness

These definitions capture the concept that resilience in people iabiliy to
uccessfully akKapfrom §bnpEampleckSiissetal. a u ma o
2006 p. 58§. However,within the literaturethere is no agreed definition of the
construct of resilienc@or reviews se®avydovet al.2010; Fletcher & Sarkar, 2013;
Herrmanet al. 2011) Resilience has been defined as a trait, outcome or préaegss.

example resilience ks been conceptualised@s ndi vi dual (Bodk&r act er
Kremen, 1996 rprotéctive factor§(Rutter, 1985) as@ood outcomes in spite of

serious threats to adaptation or despinend (Masten, 2001p.228; a sa dynamic

process encompassing positive adaptatvithin the context of significant adversity

or t r(huthar& &icchetti, 2000p. 543; as a measure of emotional stability

6an individual 6s stability or quick reco\
condi (Leipolth & Greve, 2009p. 4J); the abifty to successfullgdapt to

stressors, maintaining psychologicalwelle i ng i n t he (Haglmaet of ad
al. 2007, p. 889 Despite these differing operanalisations, there is within the

construct of resilience two core conceptisk (adversity)andpositiveadaptation.

Resilience researchas been applied tandividuals, families and communites
(Becvar, 2013Masten, 200L However for the purpose of this thesis, this review is
confined tandividual psychological resiliencéduchresearch in this areas focused

on characteristics of those who have had been exposiffitoilt circumstances once
they have ariser.g.terrorism(Fredricksonet al. 2003) pain (Friborg et al. 2006)
cancer(Craveret al. 1993) loss(Bonanno, 2004)and measured the association of
resilience with markers of positive functioning (e.g. coping) or negative functioning
(e.g. anxiety) to determine the attributes of resilient individ@lser researchers have
focused on the developmieof resilience through either the removal of risk or, more
recently in a shift to health promotion; the fostering of protective, psychological,

factors to increase resilience
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There are relatively few measarefpsychologicatesilience and fewer for @easuring
resilience in adultéAhernet al.2006) Some scales reflect the fact that resilience is a
multidimensional concept by having subscaleg there are problems with these, not
leastthatthere is no agreement on the definition of resiligiVhite etal. 2008) The

most widely used resilience scales are unidimensional, for example the ego resilience
scale(ER) which conceptualises resilience as general resourcefulness, flexibility of
functioning, and strength of charactéBlock & Kremen, 1996)However this scale

was designed to measure resilience as a stable constitectatively the Connor &
Davidson resilience scale (CDRIS@Jonnor & Davidson, 2003yvas desiged to
measure the ability to cope with stress and to capture change in an indiVitigal.
unidimensional, 25 item scale draws on five conceptual afgasonal competence,
trust/ tolerance/ strengthening effects of stress, acceptance of change amed secu
relationships, control and spiritual influences and so captures the concepts of
broadening and building theoriésredrickson, 2001)n a recent reviewhe CDRISC

was recognised as one of the scales with the strongest psychometric prantiés

et al.2011) A subsequent factor analysis of the CDRISC found some redundant items
which led to the development of the ten item a short form CDRISC &afapbel

Sills & Stein, 2007)a robust psychometrically sound resilience scale to measure stress
coping ability in clinical and experimaaitsituationsThese resilience scalbkave been

used todistinguish between persenvith lesser or greateresilience,in order to
compare their characteristics araponse t@vents(e.g.Onget al. 2006, Waugh et

al 2008, Scali et al. 2012) Another aspect of resilience research has focused on
investigatingthe ability to recover from stressarso bounce back and in this case,
levels of positive emotiongpre and post stressdrave been used as a measure of

psychological resiliencge.g. Tugade & Fredrickson, 2004)

1.6.1 Determinants of Resilience

Resilience has been found to be related to personafitgriiions being negatively
associated with neuroticism, and positively correlated with extraveramh

conscientiousneg€ampbeliSills et al.2006) Both the later attributes havalsobeen
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associated with successful coping with stressful e@wsleyet al.2002; Tugadeet

al. 2004) Other factors that have been identified with resilient functioning are positive
self-perceptionsind good attachmenfslasten, 2001)This supported earlier findings

by Rutter (1985) that resiliemhdividuals had clear goals, being action orieradt

having high self-efficacy and self-esteem and strong attachmentédditionally,
resilient individualshave the ability to adapt to change by using coping strategies,
drawn from previous experiencead in particular having a sense of humour and
engaging the help of othefRutter, 1985)Block andKremen(1996 conceptualised
these protective factors as O0ego resilie
flexibility of functioning, and strength of character. Those with high ego resilience
were found to be optimistic, open, positive, energetic, caramd good at problem
solving(Block & Kremen, 1996)Hardiness and coping aaso similar constructs that

are related taesilienceasit has ben demonstratethat these concepts mediate the
relationship between stress and emotional wellbeing resili¢Bagz, 200D2).
Kobash identified that hardy individuals had a greater esaisinternal loas of
control, a stronger sense of commitment to self, a sense of meaning and the ability to
see stressful events as challen@iésbash, 1979)Hardiness haalsobeen shown to
protect soldiers frondevelopingposttraumaticstress disorder (PTS)Vaysmanet

al. 2001)

Howeverfor the purpose of this thesisjs important to distinguish between resilience
and copingCoping research is rged within the ability of the individual to adapt to
events generally anldow coping responses are usednanage stressful encounters
(Fletcher & Sarkar, 2013[Resiliencenas however a positive focus on adaptation, and
counters the nega(ltemaye200d)Whilstsa capihg repansep i ng 6
influences behaviour, which may be positiveelttalk) or negative gelf-harm,
resilience influences appraisal of the event and therefore choice of coping style, in a
positive way, prior to the behaviour and thereby acting as a protective factor
moderating the stress proce$detcher & Sarkar, 2013)Additionally resilience is

more than just recovery, and as wellpasitive adaptatiomlso encompasses growth

to maintain healthy and stable levels of physical and psychological functioning and to
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avoid psychologal dysfunction when faced with novel and challenging environments

or coping with traumatic experienc@onanno, 2004)

Resilience isassociated with many positivadaptations to adversityzor example

resilient people experience less grief symptoms on bereav@@mranncet al.2005)

perceive less pain and stre@&iborg et al. 2006) and report fewer depressive
symptoms following a nationalrisis (Fredricksoret al. 2003). Resilience has also

been found to moderate the impact sgfifreportedchildhood emotional neglect
(CampbeliSills et al. 2006) These researchers found that those with high emotional
neglect and high resilience, as measured by a resilience questionnaire scale, had the
lowest current psychiatric symptoms of the subjestiglies, lower even than those

with low childhood neglect and high resiliendenis lends support to the idea that
resilience builds growth and not just recovery. This idea was first propoged

0 br oandewni | d (FErédecksony 2D01)which stateghatpositive emtions,

such as amusement and contentment, influence, alter and enrich neural processes and
thereby widen the thought/action repertoiieveloping this further Tugadand

Fredrickson (2004) suggested that this was due to positive emotions increasing the
abh Il ity to find positive meaning in stress
of oneds mindset 0. They found positive <
coping strategy ofinding positive meaningand that this relationship was mediated

through positive emotion.

The role of positive emotions in resilience has also been noted in a cohort of research
subjectqFredricksoret al.2003)being studied pre and post 9/ahd it was observed

that the ability to spontaneously access positive emotions (i.e. gratitude, interest and
love) mediated whether people thrived or became depreSsatickson & Losada
(2005)have postulated that there is a critical level of positive versus negative emotions
which allows aperson to flourishAlthough the exachature of this relationship has
recently beenquestioned, the evidence still suggests that there is dineam
relationship between flourishing and positemotions (Fredricksqr2013 Philippe

et al. (2009) similaly looked at resilience as a function of memory networks, and

showed that resilient participants had more positive memory networks in response to
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a sad film (death of parents in a car crash) than less resilient participtertsstingly

a positive memagr network was positively associatad=<0.21) with memories that

were thematically unrelatetb the film (i.e. a memory of a visit to the dentist),
suggesting that for a beneficial effect on resilience the relevance of the memories may

not be as importaras their ability to generate enough posigveotions

Whether someone is emotionally resilient also affects physiological functioning as
well their psychological functioningln a series of experiments Tugade and
Fredrickson (2004) demonstrated thatygiological response, as measured by
cardiovascular reactivity, to a stressor of having to prepare for giving a public speech,
was the same in both high and low resilient participants, but during physiological
recovery from this threat (i.e. when the ta$lpreparing for a speech was removed),
the high resilient participantsdé cardiov
the low resilient participantsiVhen the experiment was manipulated so that the
instructions for a speech were seen as a clydlémather than a threat) there was no
difference in cardiac recovery between the high and low resilient particifdrds.
authors suggested that positive emotions were responsible for the difference in
physiological recovery and that cognitive appraidahe task being presented as a
challenge (rather than a threat), brings with it positive emotions which increase coping.
However these studies were carried out in a laboratory situation ghd fadings

may not generalise to real lifsituations Additionally effects were measured

immediately, andherefore the duration of any beneficial effect is unknown.

Other researchers have supported the hypottiegipositive emotions build physical
health (for a review seélowell et al. 2007) More recently Koket al. (2013)
demonstrated that an intervention, loving kindness meditation, designed to increase
positive emotions was moderated by an increase in vagal tone, a proxy measure for
physical healthThey also foundhat there was an upward spiral of wellbeing, as
physical health was found to increase vagal tone, mediated by increased perceptions

of social connection@Kok et al.2013)
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The theory thaexposure to moderate levels of stress resulgshiysiologcal and
psychol ogi cal tougheni ng, gives the 1idea
inoculatiord(Rutter, 1999)

It has been proposed that emotional flexibility is key #ing resilient and helps
successful adaptation to stred/augh Wager et al. 2008) This allows for
physiological resources when neededj(increased cardiac reactivity when facing the
threat), and conservation of resources when no longer needed (i.e. rapid recovery when
the threais over). This idea is based on observation in experimental studieshinat t
less resilient participants wereste successful at conserving their resour@ess,
demonstratedn slower recoveryfrom a stressorThis type of conservation of
resources has been demonstrated in unpredictable conditions agWeelgh,
Fredricksonet al. 2008) where high resilient participants had faster emotional and
physiological recovery tanticipatednegative events that ditbt occur, comparetb

low resilient participant$Waugh, Fredricksoet al.2008)

1.6.2 Modifying resilience

Research alssuggestshtata n i n d iresiliedca eah 6hange and low resilient
people can be made more resiliefs. described abovdugale et al. (2004) found
thatpositive appraisal of a threat situation allowed low resilient participants to respond
in a similar manner to high resilient participamtthough the generalizability of this
study is limited as it useldealtty studentsn a laboratory settinggther stulies have
used clinicaparticipantsandhavedemonstrated that resilienper se, as measured by

a self-reportedscale, can changpre and post therapyror example Connor &
Davidson(2003) demonstrated with the CDRISC that participants with generalised
anxiety disorder or PTSD had significantly increased levels of resilience following
pharmacotherapy and pharmacotherapy plus cognitive behavioural tfi€apyor,
2006)

Although there have been few studies on interventions to increase resilience, a recent

metaanalysis of 33 studies on resilience provides empirical evidence for those
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protectivepsychological fators which hd the greatesassociations withiesilience
(Leeet al.2013) This study compared the effect sizes of demographic variable (age
and gender), risk variables (anxiety, depressiogative affect, perceived stress and
PTSD) and psychological protective factors (life satisfaction, optimism, positive
affect, selt-efficacy, selfesteemand social support) on resilience leveResults
showed that whilst all these factors were significantly associated with resilience,
psychologicalprotectivefactorswere mat strongly related to resilience levels and
demographic factors the lea$df the psychological factorselfefficacy had the
strongest effecn=1317,r = .61,p<.001), followed by positive affechE2231,r=.59,
p<.001) andselt-esteemn=3916,r=.55, p<.001). The other protective factors were
similarly more strongly correlated with resilience than the risk factfghe risk
factors depression and anxiety were the highes6@22, r= -.39, p<.001) and
(n=2866, r=-.38, p<.001), respectively Thee associations are correlations and
thereforecausalinference cannot be determinedngitudinalstudies would need to

be carred out to investigate thi$hese results ar@solimited by the participants of
theincludedstudieswho were mainly white Americaand urther researcis neecd

to identify if the same psychological factoase protective indifferent cultural
backgrounds. However within these limitations, tiresellts suggest that interventions
which focus on psychological factors, particularly sefficacy, selfesteem and
positive affect, will strengthen resilience. Given that the workplace has been identified
as a suitable place for health promotion, there mollv follow a critical review of

mental health interventions and their approaches in the workplace.

1.7 Mental Hedth Interventions in the Workplace

1.7.1 Overview

Health promotion at work can be primaprotect and prevention)secondary
(rehabilitation)or tertiary (management of chronic conditions) focusetkrventiors
can be workplace foced, which address the working environmesoich as hours of

work, organisational management style, woaki, work control and autonomwpr

25
PhD Health PsychologyThe University of Edinburgh2014



worker focused (individualxddressing individual stregdlental health promotion at

work most commonly taleean individwl focus Individually focused workplace
interventions have three approachds change the way employees appraise stressors,

2. mitigate these stressors or 3. build employee coping capacity for strigsioes

al., 2007)although arguably 1 may overlap w8hindividual interventions are usually

based round stress management techniques. There are many different types but they
tend to be either based on CBT, training in relaxation techniques, or a combination of
both (commonly r ef eAdditerallythese iaterverdionsidart be mo d a |

self-directed (or sethelp) or face to face.

Although these interventions fall under the category of stress management
interventions, as often their main outcomeasures arestress,anxiety and/or
depression,many interventions are increasingly recognising and encompassing
positive health outconreeasure and adopting a oO6positive |
rat her thheaan tarmd diolclu s Thié K inlkdeping wittagotimar® 0 0 7 )
health promotion approach to prevent the onset of stress, anxiety or depression and to
promote wellbeing (Ewles & Simnet, 199PBositive Mental Trainings therefore a

health promotion intervention as it adopts a positive health perspectiderézavery

from stress and mental dysfunction, building wellbeing and resilience.

Althoughideally health promotiorat work $iould encompass botirganisationaard
individual participation thereis some debate in the literature as todfiectivenessf
organisationally focussethealth interventionsThe British Occupational Health
Research FundSeymour & Grove, 2005)eview of workplace interventions for
common mental health problems foundividual interventions to be more effective
than organisational approachegiereas aCochrane Reviewin 2009 Préventing
occupational stressih e al t h ¢ a r(Maring et alk2@08) sach identified 19
studies with a primary outcome measure of stress or bymemdrted, in contrast to
Seymour & Groveg(2005) limited evidence for organisatiofocused interventions
and individual focused inteentions. Howeverthere were only three studies in the

organisational category and one of theseployed an intervention consisting of
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support and advice by managers, which could be considered an individually focused
intervention Numbers of organisationatudies are far feweperhaps due to the
challenges of researching thisg. long-time scales,and thereforaheir efficacy is

harder to assess

However he British Occupational Health Research Fund suggested that more attention
shouldbe paid todeveloping and evaluating a range of prevention strategies, rather

than just Cognitive Behavioural Therapy (CBT), and to have interventions that match

the particular needs of the individual employ8eymour & Grove, 2005)

This currenta u t hreseack responds to this call by evaluating a person directed

mental health promotion intervention in the workplace.

There will now follow aconsideratiomf individually focused workplace mental health
interventionswhich will set the context of thisspe s ent st ud.yfliisswilli nt er v
firstly provide an overview with reference to metaalyses and then focus on the main

approaches within this field, i.e. relaxation, CBT, mindfulness and resilience.

1.7.2 Individually Focused®orkplaceMental Health Interventions

Research into mental health interventions in the workplace is very dilsenly

are there different approaches, as mentioned above, of organisatisekihaip, but
there are also many different types and sizes of workplatiferent types of
interventions, aims and outcome measukesordingly reviews in this area often have
differing areas of focusni order to attempt some generalizability between studies.
Some adopt aaccupationagroup focus, whilst others focus on intention type and

some attempt both. Each has its merits and limitations.

A recent review ofvorkplace mental health promotion interventions highiglhe

diversity of research and interventions in this field, as they regdint a meta

analysis wasot possible due to the heterogeneity of the populations targeted, outcome
variables and measures ug¢€dabalaet al.2011).These researcheappraised studies

that addressed any mental health outcome, such as rest break schedules, recreational

musicmaking and reduction in absenteeisamd not just stress reducti@niteria for
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inclusion was having a control group and although most studies were RCTs, the
controls were usually walist or no treatment.Of the 79 studies includechly 12

studies comparetivo experimental groupghe most frequent intervention aim was
stress reduction and better coping. Most interventions had been used in only one study,
so reliability was untested, but analysis of content showed that cognitive and cegnitive
behavioural teories provided the main rationaléhe authors surmised that there was

no conclusive evidence of effectiveness of the interventions reviedeadhalaand
colleagues report a relevant summary of workplace mental health promotion
interventions, however thresearcttould have had greater utility iftaken a narrow

subsection of these studies and conducted a-amatiysis.

Adopting such an approaehCochrane metanalysis (Marineet al. 2006) focused

only oninterventions for stress prevention in heedtte workersThis review included

14 studies, grouped into person centreed] or organisation centred%5), and found
evidence that individually focused interventions can reduce stress, huamalt
anxiety. Three stutts showed stress remained low one month after the intervention
and another found that burnout remained lower up to two years later, when the
intervention was boosted. This review included different types of person directed
interventions, such as CB#&s well as music making, but did not compare the
effectiveness of thesés this metaanalysis was confiedto a single professional

group, their results may not be applicable to other professional groups.

Other researchers have carried out ratalysesand al® compared different
intervention typesFor exampleln a metaanalysis of interventions for work related

stress, van der Klinlet al. (2001) found individually focused interventions to be
significantly effective (Cohermdgasttb = 0.
organi sational i nterventions which did ni
.08, 95% CI =0.03, 0.19)]Analysis ofthe different types of individually focused
interventions revealed that CBT focused programmes hadatbest effectsize

( Co h d=n®68, 95% Cl= 0.540.82, although heterogeneous effects indicated
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range oflevels of effectivenesgperhapghis may reflect thaliversity of outcome
measurespr that some participants were screened on stress levels folirgnttize
study. Relaxation programmeshowedsmall to moderate effect€(© h ed=0s35,
95% CI= 0.0.220.48 and multimodal interventionsnoderate effectsd o h ed=6 s
0.51, 95% CI= 0.330.69. Although CBT approaches were found to be significantly
more effective than relaxation programms:.005), differences between CBT and
multimodal, and multimodal and relaxation, were not signific@utcome indicator
analysis indicated that different types of interventions had difteeffects.The
multimodalapproaches anélaxation, were not successful at increasing psychological
resourcege.g. coping, whereas the CBT interventions weend the multimodal
interventions were more effective at reducing physiological complaints and anxiety

and depressive symptoms.

Therearewithin the workplace health promotion stress management literature many
different interventions that combine differeathniques, and these are often referred
to as mind/body interventions. Examples of theseMiredfulness Based Stress
Reduction (MBSR), Mindfulness Based Cognitive Therapy (MB®@&}eptance and
Commitment TherapfACT) and Resilience Programmes. All $eanterventionare
combinations of elements oélaxation, mindfuiessand cognitive and behavioural
techniques (commonly delivered as CBTrior to critically reviewing these
interventiors, and to aid understanding of thanechanisms of change brid

description of these core techniques Wilitly be presented

1.7.2.1Relaxation

Rel axation i s defined as uthasate sfbemmoftke her e
from tensi qOxfora EnglisraDictionagy2043p.There is a largkterature

on relaxation and its effects.

Relaxation training has been shown to result in many beneficial physical changes,
particularly those related to a reduction in the stress resigPasieet al. 2013) e.g.

reduced sympathetic activation as evidenced by lower rates of oxygen consumption,
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decreased respiratory rate, heart rate anoldblactatg Benson 1975), reduced blood
pressure sustained over tinféafe] 1985), in those on antihypertensive medication,
(Bensonet al. 1974) lower cholesterol level$ate] 1985) effect anmprovement in
IBS symptomgVan der Veelet al 2007)and significantly increase Immunoglobulin
A levels(Lowe et al 2001)

Additionally, relaxation training has also been shown to have beneficial psychological
effectsin a wide variety of medical and psychological conditions. For example
significantlydecreasg symptoms of anxiety argkepressionand increasgquality of

life indicators and psychological health have been demonstrated in, for example,
patients withendometriosis undergoing treatmédhao et al. 2012) anxious heart
patients(Dehdariet al. 2009) obstetric pain(De Paulaet al. 2002) nausea and
vomiting in chemotherapy patienfislolassiotis, 200Q)perceived stress in pregnant

women(Bastaniet al 2005)

There are many different types of relaxation training which can include physical
(somatic) and/or mental (cognitive) redion: physical relaxation focusing on
releasing muscular tension and mental relaxation focusing on attentional aspects as
well as the breath (Benson, 19Fatel, 1989). One of the first documented relaxation
training methods was Autogenic Training (Adigveloped by Dr Schultz in the 1920s.

This relaxation method incorporates sequential muscular relaxation through internally
vocalised phrases, breath awareness and emotional awareness. Another well
documented and widely adapted form of physical relaxasi®nogressive Muscular
Relaxation (PMR) raining This is a technique that was pioneered by Jacobson
(Jacobson, 193&nd teaches through sequential tensing and releasing of muscles in
the body how to relax the body. In its pure forrarthis no focus on the breath. Some
researchers have adapted these traditional methods, such as applied relaxation (AR)
(Ost, 1987)which is a relaxation technique which builds upon progressive muscular
relaxation by following this after 4 days of PMR practice with release only relaxation
(relaxation ofmuscles with no tensing of muscles first) and afteir 2 weeks

developing a conditioned relaxation response, focusing on relaxing with the breath. Or
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similarly, somatic training (ST) incorporates aspects of AT and AR but also

incorporating visualisatiofJainet al.2007)

Another difference between relaxation methods is whether or not bodily relaxation is
intentionally induced, either through musculafodf as in PMR, or through
visualisation (imagery) techniques as in AT, hypnosis (through suggestion) or
activities such as yoga. Meditation and mindfulness are relaxation techniques that do
not intentionally focus on relaxing the body, but use a diffeapptoach of focusing

on moment to moment awareness, acceptance of the physical state and attention
training. Mindfulness practice comes from Buddhist meditation and brings with it the
action of observation with acceptance, without trying to chgKgbatZinn et al.

1992)

Fredricksoret al.(2008)foundloving kindness meditation in the workplagave rise

to positive outcomesThis study recruitedvolunteer employees into seven weekly
meditation sessionsesults showethe meditationresulted inpositiveemotions,and

these in turn,were found tgroduce increases in mindfulneparpose in life, social
support, and decreasesiinesss y mpt oms. These results the
broaden and build theory in that personal resource benefits lectreased life
satisfaction and duced depressive symptonighere were however a number of
limitations to this study. It was short study period7 weeks), and lédnough
randomised, the control group wady a wait list contrgla methodological limitation
Additionally, the participants were briefed on the benefits of meditation prior to
commencing the research, which may be a source of Niasvithstanding these the
results suggest that meditation for those interested in it, could be a successful way to

increase wellbeing.

HoweverDr BensonBenson 1975;Parket al.2013)described a gamic response to

relaxation training which through the release of body tension resulted in a decreased
psychophysiological state, which he conceptualsssd t he Or el pardaat i on r
corollary to the stress responsghis author documeat many differing relaation

techniques that elicit thiselaxation response, including breath awareness; self
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hypnosis, guded imagery, autogenic trainingyoga, mindful awareness,
transcendental meditation, progressiveiscle relaxation. He theorisetiat the
function of eliciting the relaxation responiseresiliency:decreasing stress reactivity

and increasing conoidness to self and others. These approaches are embraced
within mind-body medicine, a concept that accepts the monistic nature of the body and
mind (Barrows & Jacobs, 2002)

It may be that different types of relaxation have some specific effeitet al.2007).

These researchers conducted a RCT comparing mindfulness meditations (MM) to
somatic relaxation training and found there was no significant difference effect, in
reduction of distress and increase in positive mood states, comparedowttbl ¢
(interesting to note here that their MM included yoga, a somatic compddaimgt

al. 2007) but found a significant decrease in distractive and ruminative thoughts and
behaviours in the meditation compared with tbhatml. They suggest that reducing
rumination is a partial mediator for the reduction in distress observed by mindfulness
practice(Jainet al.2007)a results supported by the observation géhateditators have

reduced negate cognitive distortion§Sears & Kraus, 2009)

Another researcher (Kaspereen, 2012) combined these two different types of
relaxation, i.e.meditation with relaxation therapy. This researcher found that four
weekly sessions significantly increased S\l reduced perceived stress in school
teachers. However different methodology made comparison witletaih(2007)as

study not possible, nor did they look to see if there was any additive effect of

combining the two techniques.

1.7.2.2Cognitive Behavioural'herapy (CBT)

CBT is perhaps the most widely used mental health intervention in thedbgmore

and Worrell (2007) conducted a review of comporstadies of CBT and concluded,
in agreementith other researche($layes, 2004jhat the cognitive aspect of CBT
did not specifically increase the effectivenetshe therapyThere was no difference
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between cognitive interventions and behavioural interventions, noadugd value

from cognitive elements being includé€eBT as its name suggests comisirzebroad
schools of techniqued) Cognitive therapy; based on the assumption that mood is a
result of dysfunctional thoughts and that by detecting and undoing thesedigsfal
thinking habits, anore realistic and functional way of thinking, will result and so mood
will T mprove. Cognitive ther apybehasiart omat i
therapy are examples of other therapies included in this gr@ymBehavioural
therapy based on classaatand operantonditioning theory and encompasses imaginal
therapy, gradual (or graded) exposure, exposure response preveetiaantrol
desensitisationstimulus control approachemd self-instructional training. These
components may be included to varying degrees in any CBT intervention which tend
to be a pragmatic combination of concepts and technifju@gmore & Worrell,
2007)

Whilst Longmore andWorrell (20079 acknowledgdéhat component analysis may be

flawed as this method would lose a possible combinatfestedf CBT, they postulate

that the effeave element of CBT is through creating a change in state or mode.
Teasdalest al. (2002 p. 285 had previously described thisasiam cr ease i n 0
cognitive awarea s wiiich is@ cognitive set in which negative thoughts and feelings

are seen as passing events in the mind rather than as inherent aspects of self or as
necessarily val i.dhese ee$earehers suggested thatfthe abditgtoi t vy ¢
promotedistance from negative thoughts rather ttagically challenging erroneous

beliefs as previously believed, was the mechanism by which IS depression

This concept iecehsedediagédiilbasdthe a@adi | it
thoughtsad f eel i ngs as tempor arnFyescocbah30@/ct i v e
p. 239. Although, not designé to be the same as mindfulness, this concept is very
similar to mindfulnessBishop suggests that thereaisgederal domain of constructs

that describe the ability to observe the temporal stream of thoughtls and | andh g s 6

this would include mindfulness,xperiential thinking and lower level construal
(Bishopet al, 2004 p. 235.
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1.7.2.3Mindfulness

Mi ndfulness is a concept that originates
(insight) mediation that encourages adoption of-juoilyemental awareness of the

present moment both in formal mediation and throughout th¢Nfaat Hanh, 2001)

The practice of mindfulness mediation is believed to bring greater insight to oneself

and the environment, and through attending to that which is notwadadut criticism

or judgementit is possible observe, reflect, understandiatehrate, rather than react

to, thoughts and feelings. Inherent in this stance is acceptance of the current state of
being, without intention to change it, e.g. noticing tensions and relaxations, not trying

to relax. It is proposed that in thigy greatepsychological wellbeinganbe achieved

(Nhat Hanh, 2001)

Roger (1993) identified detachment as an aspect of successful coping. He described
detachment asthe feeling of being independent of the event and the emotion
associ at/(p.623Metachmenttaldo a concept embedded with mindfulness.

Within the academic literature mindfulness has been describé&tti@shment from

t houghts whil e ob qWadallsv&Matthews19@ja nahe ghdity t | v e |
to stand back and s e e(Mdoteetw@dlglBA)sWellsand p as si I
Matthew(1994) related the ability to be mindful as an important way to reduce worry
through metacognitive awareness, i.e. awareness of the worrying abouty.wor
Consolidating ideas on mindfulnedishop and colleagues (2004)epored a

consensus statement defining mindfulressompassintgvo facets a) thecapacity to

remain in the present moment through sustained attentiorb)adceptance and

curiosity of oneb6s feelings, thoughts ani

These ideas have led to therapeutic interventions such as Mindfulness Based Cognitive
Therapy(Segalet al. 2002) attention trainindWells, 1990)and Mindfulness Based
Stress ReductiofKabatZinn, 1990)
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1.7.3 Mind/Body or Multimodal interventions

Multimodal interventions by their definition do combine different techniques and as
this usually is a synthesis of cognitive and somatic exercises, these interventions can
also be terrad mind/body intervention$lind body interventions have become much
more prevalent in the workplace over last few years, mirroring their increase elsewhere

and there is evidence that they are succesdfidh will be reviewed here

1.7.3.1Mindfulness Based Interentions

Mindfulness Based Stress Reduction and Mindfulness Based Cognitive Therapy are

the two most commonly used mindfulness based interventions.

Mindfulness Based Stress Reduction (MB%RabatZinn, 1990)was developed by

Jon Kab&Zinn from stress reduction relaxation programmes for use in a clinical
setting to help patientsope with or recovefrom pain and stressMBSR is a
standardised programme that teaches mindfulness practice in groups over the course
of 27 2 ¥ hour weekly sessions owsght to terweeks. Sessions include discussing
stress and coping, the use of yoga postures to bring awareness to the dpdygano
techniques and breath awarenéssall-dayintensive practice is held in thé @eek.
Participants are encouraged to use these techniques in their everydaggiivs

(2004) has proposed that MBSR be viewed as a combination approach, as the

programme incorporates many exercises in addition to mindfulness meditation.

In a review of MBSR studiedBaer, 2003)manystudies were identified that did not
have a control group, but those that did found that MBSR was more effective than
control (waiting list control or treatment as usual)patients with psoriasis, cancer,
students and stressed community voluntelgisre recently other researchers have
reported snilarly positive results, e.gn a RCT using MBSR to help health care
professionals manage their stress found that MBSR significantly increatfed
compassionand reduced perceived stress compared to a waibhsgrol. Satisfaction

with life, burnout scale and brief symptom inventory measures showed a trend toward

greater positive changes, although these did not reach signifi(8hagiroet al.
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2005) Of note is that nearly 50%of particpantsdropped out with participants
commenting this was due to lack of time. The intervention consisted of eight weekly

two hour sessions.

A recent RCT compared MBSR with therapeutic yogaich included breathing
retraining and guided visualisatioajd a control group who received a list of
resources. The researchers found both the mind body programmes delivered
significantly better outcomes in perceived stress, sleep and heart rataligrihan

the control, but that there was msignificant difference between the mind body
interventions in these outcome measuregerestingly this study also compared
method of delivery of the intervention, online or in person. No significant difference
was found between these two delivery methadttiough the online group showed less

attrition, indicating better engagemeé¥ifoleveret al.2012).

Mindfulness Based Cognitive Therapy (MBCT) was developed by Segal, Williams
and Teasdale (2002) and is also a manualised programme of 2 hour weeklyssess
delivered in a group setting, over the course of 8 weelsslargely based on MBSR,

but also incorporates aspects of cognitive therapy in that it seeks, through attention
training, to make participants more aware of their cognitions and thetefbeeable

to disengage from their automatic dysfunctional cognitive pat{(Segalet al.2002)

MBCT was specifically designed to treat previouslgpressed patients to avoid

rel apse. Results from this group of res
indeed prevent relapse in those who had 3 or more previous depressive episodes but
for those with 2 or less previous depressive episodes noitoeasfobserved over
treatment as usuélila & Teasdale, 2004[easdalest al.2000)

A recent review of RCTs of mindfulness based stress reduction and mindfulness based
cognitive therapy(Fjorback et al. 2011) included 21studies andfound limited
evidence ofefficacy, as for those studies with an active control the MBCT or the
MBSR showed no significant advantage over active contnokf studies were wait

list control or treatment as usuaResults showed that overall there was a medium

effect size, and ietrestingly found a differential effect between these two
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interventions. MBSR was most effective at improving mental health and MBCT was

most effective at reducing relapse.

1.7.3.2Acceptance and Commitment Thera@\CT

Acceptance and Commitment Therapy (ACT) similagynploys mindfulness
techniquesut alsoencompassethe role of acceptancéHayes 2004) The core of

this therapy is to increase psychological flexibility throughisi®@rnalprocesses.e.
acceptance, efusion, self as context, contact with the present moment, values, and
committed actionThis therapyis usually delivered in three, three hour sessions over
four weeksACT has beeifound to be an effectivworkplace stress interventipwith
resultsindicatingthat itis more effective at improving wortelated ananental health
outcomes thaa waitlist contro(Bond & Bunce, 2000However, when compared
another interventioa stressor modificatiomnovation promotion programme, IRP)
resultsshowed botPACT and IPPsimilarly improvedmostwork and mental health
outcomes, with ACT being superior only in the BDI scdlas result concurs with a
morerecent metaanalysis ofl8 ACT RCT studieswhich concluded that ACT was
more effective than cdrol (waitlist, treatment as usuat psychological placeban a
number of areas, such as pain, smoking cessation, depression, anxiety and workplace
stress but there was as yet no evidence that this therapy was more effective than other
established treatents therapiedPpwerset al 2009) This finding is similar to other
researchersgited earlier, e.gMayo-Wilson andMontgomery (2013, Elkin et al,
(1989) who havealso show equivaleninterventiontreatment dfcacy. A strength of

the Bond and@unce (2000) study, was, as wittanyotherACT researcherge.g. see
Ruiz, 2012) that they sought to investigate the underlying mechanisms of change
through mediation analysis, and reportieat acceptance mediatdlde changes in the
ACT group whereasstressor modification mediated changes ie tRP group
suggesting that there may be benefit in offering differing interventions concurrently,
as in multtmodal interventions Another more recentworkplace study also
investigated mediatorsf ACT outcomesandreported thapsychological flexibility
mediated a decrease in emotional exhaustion in the ACT gitayml (et al.2013).

37
PhD Health PsychologyThe University of Edinburgh2014



1.7.3.3 Resilience programmes

Another emerging area within workplace interventions is in resilience programmes.
This type of programme addressesittentified need to consider employéattitudes
and beliefs, rather than ongkills training.This field is at an early stage and only a

few studies have been published in this area

Onesuch studys a resiliencéuilding programméhathas been syéct to a feasibility
study in the workplac@urtonet al.2010. Theinterventioninvestigatedvasbased

on Acceptance and Commitment Therapy (ACThough adapted to focus on
resilience, positive emotionife meaning, social support and acto@ping (as well

as more traditional elements of AL The intervention wadelivered through 1iwo-

hour modules, incorporating education, experiential exercises and a workbook.
Attrition analysis showed 44% missed 3 or more sessions, due to time tsooflic
breaks.The study indicated good feasibility although each participant had 22 contact
hours and numbers were smallith only 16 completersPre and post results were
positivein the variety of mainly positive indicators, such as positive affecgance,
mindfulnessand in stress, measured with DASBher indicators including anxiety

and depression (measured with DASS) were not significantly different over the study
period. This study was a feasibility study adid not have a control grouand

thereforeconclusionsare limited

Another similarresilience building studigas been carried out by Millear al.(2008).

This study was a pilot trial of a wellbeing and resilience programme conducted within
a resource sector compaifis studywas comparing an intervention of 11, one hour,
weekly group sessions with a no treatment contemruited via the internetack of

a workplace matched control limits the confidence of conclusions drawn from this
studyand results have to be interpretadhis light. The number of participants was
small, 28 entered the study, 9 cdetpd at a yearHowever analysis showed
significantly lowerposttestlevels in stresgncreased seléfficacy and greater work

life fit compared to the contranditionat 9 months followup. The effect size for
stress reduction increasing frdno h edr@&tod=.96 (<.05 for both times) from
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three to nine month®epression was naeignificantly differentbetweergroups across
time but showed a significant within group decrease at three months, and apgroach

this at nine months.

1.7.4 Non-specific Intervention Effects

Common to all interventions are ngpecific effects. These are higjnted in results
which show an overall intervention effect but no difference between interventions or
active control. For examplgorbacket al.(2011)'s review fouththat those studies
with an active control reported no significant difference between intervention and
control. Similarly in a study comparing two mind body interventions and control, no
significant difference was found betwethe intervention condiins (Wbleveret al.

2012) Analysis of a largemulti-centre RCTof treatment for depressipnomparing

two psychological interventions, attepressants and placebo, all delivered with
clinical support, points to the mechanisms of 1specificintervention effectsThis
analysisshowed no difference of recovery between these groups ang thdti ent s 6
expectation of the outcomand interpersonal relationship with therapist/clinician

were the onlypredictos of recovery(Sotskyet al. 1991).

Pasitive expectation is thought to generate-specific placebo effects (Kirsch, 1999).

It has been proposed that this relationship is mediated by effort, with effort having its
effect through positive mood generated from engaging in the actdatya(Sierra &
Hyland 2011) Other esearcherdhave identifiedhat non clinical, health promotion
behaviours also havenspecific or placebmediatedbenefits For example, gsitive
expectations of health outcomes have been found to influence mood and physical
symptoms, on exposure to a wind fai@ri¢chtonet al 2013, and reduced body mass
index and blood pressure in chambermaids (Crum & Langer, 2007)

The similarity of intervention effect and the role of expectancy highlight the
homogeneity of interventionshe need for more diverse interventions and also the
importance of looking at the underlying mechanisms for treatment rather than to
compare treatments, head to h@3ldtt et al1996).
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1.7.4.1Summary

In summaryresearclin theareaof mentalhealthpromotion in the workplace indicate
several things. Firgt| thatindividual techniques, such as relaxationndfulness and

CBT are effectivehealth promotiorstress management interventions. Additionally
research shows that in combination these teclesiqgan create successful intervention
programmesFurthermore studies in this area point to differential effects of different
techniques. For example it may be that different types of relaxation have some specific
effects (Jairet al. 2007).Interestinglyit may be that combining different techniques
may be additive, astloer research, not in stress management but in pain, suggests that
expectancy and attentialredirection have an additive effect, and therefore when used

together maximise parelief (Buhle et al. 2012)

There is however a need for more robust studies which have an active (datiné

et al 2006) It is commorplace for studies which report intervention effects to lmave
waitlist or no treanent controlHowever studies which include an active control do
not show such effectas reported in a review byjorbacket al. (2011) comparing
active control with MBCR and MBCT.

In addition results from researchers who have compared metbbihtervention
delivery indicatethat for some types of intervention, seithnagement.e. selfhelp)
may be as effective as face to face delivang is may be more cost effective and
attractive to employeee.g. Wolevetret. al 2012, comparing internet or face to face

mindfulness.

In conclusion it may well be advantageous to explore the benefitlofef, sel
directed,mind/bodyresilience based interventida be delivered in the wplace
which should be well evaluated against an active confrbke intervention under

investigationint hi s c ur r e nPositvaiMehtal Tra@inndijts this remits

Before continuing witla description of Positive Mental Training, there follows a short
section orseli-help, aPMT is a selthelp intervention.
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1.7.5 Selthelp Interventions

Self-help is the term used for a therapeutic intervention which has been designed to be
used with minimalor no help from a professional. Séklp interventions can be
delivered through a variety of media, such as books, audio or video material, computer,
support group or a setffirected activity such as therapeutic writi(Bower et al

2001) Guided seklnhelp is the term used when shlp material is used in conjunction

with professional support (usual minim@Duijpers, 201N

Selfi help has a number of benefits compared with face to face théRggworth,

2006) These comprise of; being immediately available in many different forms, i.e.
books, internet, library; being are able to reach atgreroportion of the population;

able to reach hard to access groups, i.e. those that do not want to or find it difficult to
access the more standard traditional services; able to reach people at an earlier stage
of disease progression and could be pnéve; enabling empowerment by giving the
responsibility and skills for treatment to the individual; causing less stigma as they can
be carried out in private, avoiding public labelling; being flexible; being able to be
shared with family and friends; armking more cost effective. There are of course
disadvantages to seielp, most obviously is that it is selfrected, and may require
more motivation to carry out. There is also no encouragement, learnings or sharing

between group members or facilitators.

Despite the advantages of sk#lp, this method of delivery is seldom used for health
promotion interventions in the workplace. For example a Cochrane review of
occupational stress in healthcare workers, identified 19 studies for inclusion, and none

used selthelp interventions. It is also worth noting that the methodological rigour of

the studies was poor. Although they were
Clusteir andomi sed trials and two crosm over

i nterventiond or 0 watialt200D)i Morte feceat screaningad nt r o
the literature has identified a few slp interventions in the workplace, particularly

via the internet, for exampléSchneideet al.2012, computerised CBHassoret al.
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2010, multimodal intervention and Woleweral. 2012, internet yoga) although this

was not a systematic review.

There are no reviews of mental health $afp interventions in the workplace.
However a recentochrane review of selielp interventions for anxiety, the majority

of which also included depressioneasures, has recently been condu¢hédyo-
Wilson & Montgomery2013) This metaanalysigeported thaself-helpinterventiors

were overallmore effective at treating, sethted anxiety and depression, than no
treatment control, (including treatment as usual) showing a medium effect size
(although heterogeneity was substantial indicating a variation in)efRetatively ew
studies carriedut follow up within six months(=13) and analysis showed the effect
size lessenedrewer studies still had follow up over six months (five) and for these,
no significant effect was founéHowever a limitation of much of this research is the
comparison goup, 81 out of 111 studies had a no treatment cofitnelre was a small
effect of the benefit of face to face therapy compared tenedif for anxiety, but for
depression and quality of life indicators there was no significant difference between
face toface or sekhelp therapyAdditionally the interventions were diverse, and some

i ncluded therapistso t i7onstudiesmwerkGBMm @gnantiad mp a r |
or computer or both) studies, 19 exposure only, 2 desensitisation alone, 6 muscle
relaxaton, 3 applied relaxation and 1 problem solving. All but nine of these
interventions used texdither in the form of a book or written web page on the internet.
No significant difference between interventions was found, although the effect of
relaxation wa nonsignificant. The authors commented on the small number of people
who respondedb media delivered interventionmdicating that perhaps this type of

self-help is not very popular.

1.8 Positive Mental Training

Positive Mental Training programmenovel health intervention programmeas the
focus of the studies presented here in this current thesis. This section will describe the

Positive Mental Training programm@®NIT), firstly with a brief description of its
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origins desigrnand development, folloveeby a critical review of the existing research
into the programme, then a description of the components of this multi component
intervention and finally a consideration of mechanisms by wiRMI could have an

effect.

1.8.1 Originsof Positive MentalTraining

Positive Mental Trainingriginates front he concept of o6l ntegrat
a programme devised Bwedishpsychologistar s Eri ¢ Unest -hl i n -
incorporates many of his understandings from his academic work on hypnosis-and self
hypnosis in Uppsala University, Swedénl nt egr at ed Ment al Tr ai n
long term training of mental processes (thoughtsges, attitudes and emotions)

initially developed to help individuals achieve peak performance in §pogstahl,

1996) Unestahidentified four mental dimensions relevant to the ideatfpenance

state self-image, emotion (the right feeling), attitude and goal (image). His programme

has been used hyational and Olympic teams in the 197@&d introduced into

schools, education arfmlisiness i@assincethe 1980s.

1.8.2 Positive Mental Traimg Design Process

Positive Mental Training was first developed by Dr Alastair Dobbin, eme®al
Practitioneland Sheila Ross (the current author) a health promotion specialist, in 2004.
Dr Dobbin also aclinical hypnotisthad already conducted a studto the use of self
hypnosis in a primary care settifigobbin et al. 2004)and recognised the synergy
between the Integrated Mental Training programme and psychotherapeutic techniques
used in hypnotherapy for th&eatment of common mental health disorders.
Responding to a request from the Scottish Government Chief Medical Officer, Dr
Dobbin developed the programme into a clinical resouime the treatment of
depressionwith the help of Ms Ross who recognised benefit and utility of positive
framed selhelp materials for the promotion of health. Adopting the listening pattern

of Integrated Mental Training of one track per week, 12 tracks were chosen as 12
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weeks is often utiliseds anintervention desigim studies of psychological therapies
(e.g. Warckt al. 2000; MynorsWallis et al.,1995). The order of the tracks for the first
four tracks also follows the original Integrated Mental Trainifbis order was
considered important as it builds sequentiallyeap state of attentional focus and
physical relaxatiorfseel.7.2.]). The order of the subsequent tracks was determined
by popularity (patient feedback) and personal choice of tracks thought to be most
therapeutically beneficial. Although the tracks originate from the original Swedish
versions, modifications were made forltamal specificity andfor therapeutic
alignment. The design of each track follows the design of hypnotic interventions, i.e.
starting with relaxation and followed by positive suggestion, attentional fixation and
visualisation PMT starts with muscular rakation for two weeks followed by guided
visualisation of a safe place for two weeks. This process of firstly inducing body calm,
i.e. increasegarasympathetiactivity and decreased sympathetic activity, through
muscle relaxation, breathing regulationdaattention training, also facilitates an
experiential mindset similar to that induced with meditation or hypnosis. This then is
thought to facilitate the absorption of positive suggestion and the retrieval of positive

memories (discussed below within ttéentional manipulation focusectiori.8.5.3.

A short video was also added to the audio programme to provide a cognitive
framework and explanation for the praghme. This idea was influenced by research
which demonstrated that a brief psetatlucational video resulted in reduced pain and
medical utilisation in whiplash patien®l{veiraet al 2005).The programme design
was validated by research as an effectool for aiding recovery from depressi@ee
1.8.3.

Following research, detailed below, the programme was approved by stepped care
levels 1 and 2 for use asiged selfhelp for depression in Edinburgh and is now used

within primary care in the NHS in Edinburgh and other areas of the UK. A core aspect

of the use of the programme in this setting is training in mental health, dysfunction and
recovery, to enable dalth care professionals to understand the programme and
therefore beabbéert sd® Ve i@eedamprd repearchgr a mm

and evaluation continue.
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1.8.3 Research

A number of studies investigating the efficacy of Positive Mental Training Bass

a treatment for recovery from emotional dysfunction have been conducted. A study
into the efficacy of the programme was conducted with Edinburgh UnivéDsitybin

et al 2009) This study was adrtially RandomisedPreferencerlrial (PRP), a study
design which asks patients to agree to randomisation but offers the choice of therapy
if they are unwilling forandomisation. Patients visiting their GPs (with a new episode

of depression) thus had a choice of treatment options, Positive Mental Training or anti
depressant therapy, or to be randomised to eithéb.(8350) of participantschose

the selfhelp treatmet, with only 4 choosing antiepressants and 4 choosing to be
randomised. Therefore the randomised groups were too small for comparison. As the
antirdepressant group only had 4 participants, analysis centred on pre and post
treatment of the Positive Memtaraining group. Results were that those in this group
showed a significant reduction in depression, and improvements in general health and
vitality (as measured by the short form quality of life questionnaire (SF36)) over a
period of 12 weeks. Acknowledy) the lack of an adequate comparison group, results
were benchmarked against similar psychotherapy studies, (CBT, counselling and
computerised CBT studies) that had been carried out in primary care for a similar
period and had used the same depressitinators. Benchmarking of the intervention
group showed remarkably similar pre and post results in each Eadhpin et al.

2009)

The quality of life data from the Dobbat al. (2009) study was used in an economic
evaluation carried out by tl@entre for the Economics of Mental and Physical Health,

Ki rsdgo6llege,London, which showed similar cost effectiveness to computerised
CBT in moderate depression and greater cost effectiveness in severe depression
(Koeseret al. 2013) These studies related to a primary care setting, however a
feasibility study in the workplace was ahrcted by Dr J Thompson, which formed

her Occupational Medicine thesis (Thompson, 2010a). This study investipated
treatment ofmental health referrals to Occupational Health VAT and found

significant reductions in depression, anxiety, burnout @tdical Outcomes in
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Routine Evaluation (CORE) scores over the treatment period (12 weeks) and at 6
months. A limitation of this study was lack of randomisation and control, as it was also

a preference study. To address this Dr Thompson benchmarked tie <£OfRs with

the national CORE database and reported that 60% of those that used Positive Mental
Training showed a reliable chan@hompson, 2010b)

More recently a randomised study investigating the effect of a positive reappraisal
component from PMT on mood and memories has been conducted with students. In
this studystudents were asked to vividly recall a prexly identified seHdefining
negative situation, and then either listened to an instructed reappraisal component or a
relaxation control (both for 10 minutes). Results showed that the reappraisal condition
led to a significant rise in positive emotionssiudents in depressed mood, bringing
their mood up to the same level as those not in depressed mood (Dobbin, Ross &
Phillippe,under reviey. Recent research looking at the effects of emotional regulation
strategies on depression has found that the seff#cmindfulness on depression are

significantly mediated by rappraisalDesrosieret al 2013).

Positive Mental Training has not, until now, been subject to research in the workplace

in a health promotion capacity.

1.8.4 ProgrammeStructure

Positive Mental Trainings an audio based programme and consists of 12 audio tracks,
each18 minute long, and an introductory DVD of 13 minutes (Positive Rewards
2006). A description of the DVD and audio tracks, along with their therapeutic aim
can be sen inTabe 1:1 Componets of Positive Mental Training Programnioelow.

The programme is modular and designed for the audio tracks to be listened to in
sequence. Its advised that each track is listened to every day for a week, before
moving onto the next track. This reflects the programmes origins in sport and the idea
of practicing techniques to improve performance outcomes. Recent research in pain

supports the uity of extended practice (Feuilly, 2013)
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Each track in the programme has the same background music and the saniéeoice.
programmas auditory and therefore does najuee reading skillsThere is however
descriptive information in the CD insets.

1.8.5 How Positive Mental Training may have a beneficial effect

Positive Mental Training can be described as a multimodal intervention. This term was
used by van deKlink et al (2001) in his review of workplace studies, previously
described in sectioh.7.2 to describe individually focused mental health interventions
which encompassed more than one techn(tiiese researchers used classifications of
multimodal, relaxdon and CBT). However Positive Mental Training can also be
described as a mind body programme, a more contemporary term, as the programme
encompasses both somatic and cognitive aspebts.includes Jacobsen relaxation
exercises, breathing retraining andndfulness techniques and also encompasses
positive psychology philosophy through positive reappraisals and positive suggestions

to increase selfonfidence and sedsteem.

Positive Mental Training combines a number of validated psychotherapeutic
techngues for common mentakhlth disordersSome of these are similar to those
delivered within CBT interventionssuch as imaginal therapy, reappraisal and
behavioural activatiorfLongmore & Worrell, 2007) However unlike CBT which
delivers these techniques in the context of a Socratic dialogue with the therapist,
underpinned by the belief that cognitive reasoning will lead to emotional recovery
(Clark, 1995), Positive Mental Training delivers these tealesgn an audio format
underpinned by research which suggests that emotional change leads to cognitive
changegLe Doux, 1999Damasiol994).

1.8.5.1Active Components

While Positive Mental Training shares many siniilas with psychotherapeutic
techniques generally, there are some specific factors that are known to have beneficial

effects that are widely employed in this programiffe core agencies for change that
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are present in theMT programmewhich are presenhieach track underpinning their
therapeutic aim, areelaxation, attentional manipulationand positive suggestion

While each of these are thonique in themselves, their combinatisnspecific to
Positive Mental TrainingThese factors will be discussedlividually, and, although

they all have an effect in their own right, there may also be the potential for an additive
effect. Recent research demonstrated that attentional manipulation and suggestion
have an additive effect in reducing distress in p&oh{e et al 2012) pain is
recognised as sharirthe same neurological pathways as emotional distress (Craig
2005). Therefore the combination of these two mechanisn®vilh may result in

added benefit, an aspect which is investigate in this current augfostady.

1.8.5.2Relaxation

PMT teaches relaxation and breathing retrainiBgction1.7.2.1 describes many
different types of relaxation and the relaxation employe®Mir falls within that
described aspplied relaxation (AR)Ost, 1987) which is a relaxation technique
which builds upon progressive muscular relaxation by following tiés 4 days of

PMR practice with release only relaxation (relaxation of muscles with no tensing of
muscles first) and after . 2 weeks developing a conditioned relaxation response,
focusing on relaxing with the breatAMT builds on and develops this aghtion by

then incorporating, at week three, guided visualisation, a recognised relaxation
techniqugBenson 1975;Parket al.2013)

As well as the considerable empirical evidence of relaxation and meditation as
individual therapeutic techniques, discussed previouslydr?.1 these two different
types of relaxation, i.emeditation wih relaxation therapy have been studied in
combination. Results showed that four weekly sessions of this significantly increased

SWB and reduced perceived stress in school teachers (Kaspereen, 2012).

1.8.5.3Attentional Manipulation

Positive mental traininghnakes widespread use of changeattentionafocus In the

first two tracks, which form the foundation®MT, the individual learns to focus their
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attention on their body, specifically on the state of muscular tension and their
respiration, and to notice these. In so doing their attention is drawn to the changes and
processes of relaxation and breathing. All subsequent tracks use this body focused
attentional manipulation at the beginning of each track. Attentional focus igrfurth
heightened inPMT by using visualisation (of a safe place) which after being
established in the third track is also embedded at the start of every subsequent track.
Visualisation has been found to reduce distress in those with depression (Watkins &
Teaslale, 2001) and imondepresseqHomes, Lang & Shah, 20p9Holmeset al
(2009, p. 7 6) reguitingp imagery willt be auseful 6in therapeutic

i nnovations to develop a fAcognitive vacci

Being able to focus attention on the present moment is a key element of mindfulness
(Bishop,et al.2004) and aPMT similarly guides the listener to focus their attention,
thereforePMT contains elements of mindfulnessdeed Bishot al (2004) describ

the use of rigorous meditational practic
t r ai m.R3d)gAitentjonal distraction is recognised to distract from and reduce
brooding rumination, an unconstructive way of thinking strongly correlated with
depession, effectively reducing vulnerability to depression (Morrow & Nolen
Hoeskema 1990).

The second component involved in mindfulness is ajndgemental observation of

mental events (Bishopt al 2004) Similarly hypnosishas been described as
technguewhich alsouseat t ent i on mani pul ati on sét® i ndu
in motion frontelimbic processes underpinning the suspension of reality testing and
critical evaluatiod al | owi ng, a s -judgementalselgefaludtione s s , r
(Gruzelier 1998, @). Gr u z e lesearchonsay help to clarify how attentional
manipulation acts as an agent of individual change in Positive Mental Training,
particularly in counteracting negative selfaluation.In an event related patéal

(ERP) studyparticipants were asked to perform a simple tgsless a computer key

in the same direction as a green arrow on the screen, or in the oppositerdiré&u

arrow was redlIf the participantmade amistaket hi s r e s ul tdetedtion n an

w a v, a Begative deflection at 300ms. Thias present in both hypnosis and out of
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hypnosisThe evaluation of this detection fu

waveodo, which was oubdhgpnasis, dut dbsentlndypmsne s e nt
medium and high suggestiblé3oncurrent with the absence of teror evaluation
wavedin hypnosis, was a higher rate of error in thessticipants Gruzelier noted this

was in keeping with the observed decreased amygdala function, evidenced by
decreased skin conductance, representing, he proposed, an uncoupling of the cognitive
executive and affect functions. This is supported by the findingajobket al.(2003)

who found that the level of skin conductance was correlated with zbeo$ithe
deflection in the error evaluation wavéhis may be a mechanism whereby an

i ndi vi dual Gevaluatieng shich woald rorendlly cause them to reject a
positive statement (suggestion) suchéay ou ar e ,riserenwoved, dheid ul 6
disablng the counterfactual effect (McMullen 1980). Accordingly then the statement
(suggestion) can be accepted and the positive emotions from this positive suggestion
can be assimilated, rather than rejected as it normally mightiuge to the
counterfactual eéct Similarly others have found that a visual experiential processing
mode prevents negative comparison (McMullen, 198@rnerSeidler & Moulds,
2012).This led WerneiSeidler & Moulds (2012) to propose that visualisation was,

like mindfulness, a momebly moment experience.

1.8.5.4Suggestion

Studies (previously mentioned) have iden

outcome is a key predictor of recovery (Sotsky et al 19BB)T has a model of
recovery that is communicated in a DVD and as wedhvasy trackcontaining positive

suggstion and visualisations to increase positive future expectation.

As well as using suggestion to increase relaxatRiT also uses suggestion to
increaseself-esteem and positiveappraisa. These latter tavconcepts are discussed

below,after a genal consideration of suggestion.

Adoption of positive suggestions, as discussed id B&.3Attentional Manipulation,
has been found to befinenced by negative selevaluation.Gruzelieb s (199 8)
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research suggested that under hypnosis such negativevakiation did not occur.
Although Positive Mental Training, incorporates aspects of hypnosis, in that hypnosis
induction utilises attentioharaining and suggestions of relaxation , as it is neither
labelled hypnosis, nor is the word hypnosis used, it cannot be called a hypnotic
induction (Hilgard, 1965)Gandhi and Oakley (2005hvestigated relaxatio t o
experience this whilst being reledband hypnotic relaxatioéio experience this whilst
bei ng i nonsuggpstbiity in stulents and found thath types of instruction
increased fexation and suggestibility, althougtme effect was larger with the
hypnotic conditio{Gandhi & Oakley, 2005, p. 308)his concurred with earlier work

by Braffman and Kirsch (1999), who compared imaginative suggestibility with
hypnotic induction, and isonsistent with the hypothesis that any effect of hypnosis is
due to expectatiodescribed as the social learning theoiyypnosigKirsch, 1991)
Therefore it is speculated that the delivery of suggestions along with attentional
manipulation will, as with hypnosis, decrease -gsthluation and therefore inase

suggestibility.

Other researchers also employ techniques that are very similar to those used in the
hypnosis researcfihe instructions of imaginative suggestibiliigirsch, 1991)are

similar to those employed lpther researchers in the field of igeay, e.gHolmeset

al. (2009) investigating the effect of fiaterpretation on mood, instructed iamagery

grouptoG magi ne each event a @and laenpa group tog t o
6concentrate on the words arfpd80)ibeaisualn gs a s
group showed an improvement in mood while the verbal group deterioGataithrly,
WernerSeidler & Moulds, (2012instructeddepressed participants, toeitibep | ay t he
scene over in your head | i ke you 4&re rep!
473)orelse6t hi nk about hetsitugio®dme aTnhien gv iosfu atl i sat i
allowed assimilation of positive affect, while the thinking group had experienced no
change in moodRainville and colleagues has noted the process of hypnosis engages
visual areas of the brain in fMRI studi@ainville et al. 2002)

Thus it seems probable that hypnosis, attention and visualisation and mindfulness are

all related areas which appear to use the sagneal pathwaysThis mental state is
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established, reinforced and anchored by the first 4 weeks of PMT along with a
beneficial homeostatic state brought about by muscular relaxation and beneficial
breathing patterns.

Self esteem

Many tracks in PMT contain suggestions of positive-esteem. Selésteem has been

identified as being a basic prerequisite for good mental health (Seligman, 1995) and a
positive social behaviour (Straface, 2004). Low-sslleem is associated with highe

levels of anxiety and depression (Maanhal 2004) and predictive of depression

(Sowislo & Orth, 2013) Selfesteem has been described as being the evaluative, or
affective, component of setfoncept, representing how an individual feels about
him/herself (Leary & Baumeister, 2000)Anxious peofe have been found to
demonstrate particularly high levels of seliticism (Cox et al. 2004) and this

negative seklreference is thought to be the mechanism whereby social anxiety is
maintained. Phillips and colleagu@ghillips et al. 2010)conducted a metanalysis of

negative selfeferential implicit cognitions and depression and concluded that
Onegative implicit cognitions are not me
consequences of the di s(p.70@)and rdtammenddhs o pr

therapies target implicit processes such as this.

Positive Reappraisal

Positive Reappraisal is also a strategypmyed in many PMT recordingReappraisal
involves a change of viewpointdn causes an | mpithouteemeedt i n
forsustair d e f f o r (GoldnyWeRae, Ranmele&oGross, 20085(7).Positive

reappraisal is the ability seethe outcome as better than before (e.g. losing bgoiy
reinterpreted a® posi t i ve mwippoird awne ltypi nég), amew sk
oppo® to dminishing negative reappraisathich isseeing the outcome benot as

bad as it could have been ( g . reinter praett ilnega slto smyn gwiaf g

aj o)bBwth types of reappraishlave been found toause significantowering of
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negative affecand sympathetic arousalompared to control conditionslowever
positive reappraisadditionallyshowed a significantly greater risepositive affect
compared taiminishing negativeeappraisalicRag Ciesielski & Gross 2012).

In depressed peopleis believed that the cognitive impairments are likely to affect
the ability to use this strategy effectively (Gotlib & Joormann, 2010). Indédths
been proposedhat failure of reappraisal ia key facto underlying depression
(Johnstoneet al. 2007). Investigating thisDobbin et al (under reviewYfound that a
shortreappraisacomponent of PMT was successful at inciegpositive affect in
depressive studentgeading these authors $peculate thahe underlying mechanism

may have been the removal of the counterfactual effect enabling reappraisals.

It is then thought that positive suggestion, relaxation-estfem and reappraisal
present in the PMT programme, all contribute towardseasing the positive affect of
an individual and this then promotes a cascade of benefits that are associated with

wellbeing and resilienggreviously described in sectidrb Positive Mental Health.

An additional underlying mechanism which may alsoinfluenced by attentional
manipulation, suggestion and relaxatiorcagnitive bias and this is investigated in
study 3.
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TaHle 1:1 Componerts of Positive Mental Training Programme

Track Programme title | Technique
DVD Introduction; reassurance and explanatio
CDh1 |1 Muscular Experiential Jacobson relaxation,
relaxation 1 mindfulness technique
Ch1l |2 Muscular Experiential Jacobson relaxation
relaxation 2 setting of conditioned trigger
Ch1 |3 Mental Visualisation of safe place and positi
relaxation 1 future self-affirmations
CD1 |4 Mental Reinforcing of visualisation of safe pla
relaxation 2 and ease of access
Ch2 |5 Self Suggestion, reappraisabssociating with
Confidence past positive memories to increaself
confidence
Ch2 |6 Problem Very deep relaxation witldesensitisatiof
Solving techniqus.
Ch2 |7 Mind/body Demonstrating arm  lifting  throug
programming suggestion to increaselfdeterminism
Ch2 |8 Trigger Association with past positive experienc
the future and bringing those to the present
CD3 |9 Distance Distancing and reframing of past eve
and Meaning from safe place
CD3 |10 Love Yourself | Suggestion, visualisatioand reappraisato
increase selésteem
CD3 |11 Creative Suggestion; increasingselibelief and
Thinking problem solving
CD3 |12 Vision for the| Association of positive past performan

future

with visualisation of future goal setting
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1.9 Research Framework

The aim of this research was ¢valuate the potential of thaeterventon, Positive
Mental Training,as a health promotion interventido promote resilience and

wellbeing.

In order to undertake this,staged research design was planned.

1.9.1 Study 1

To quantitativelyevaluate thegprogramme with healthy volunteevdth indices of
health and wellbeing pre and post interventmia at follow upThe workplace was
acknowledgedas a sitable settingo find participants for this longitudinal design.
Indicatorsof mental healtrand welbeing were identified fromthe conceptsn the
literature previously described.Validated instruments were usedllowing
comparison with other researécontrol group was also useddwaluate the specific
effects of theintervention compared tonon-specific factors such as attention,

expectation, etc.

Study 1 Hypotheses

1. Positive Mental Training will improve wellbeing, resilience and mindfulness,
relative to controls.

2. Positive Mental Training will improve mental health and reduce burnout,
relative to controls.

3. A higher degree of engagement with Positive Mental Training will be
correlated with a greater increase in mental wellbeing and mental health.

4. Any effect of Positive Mental Training on increasing wellbeing, resilience,
mindfulness andmental health will increase over the timespan of the

intervention and be maintained after the intervention has finished.
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1.9.2 Study 2

To extend the focus of tHe'st quantitative studya qualitative analysis of participants

was planned.Interviews were idetified as an appropriate methodo capture
participant sd s u nerpretdationsahe prograneme,benafitsarsl a n d
limitations of its use. Qualitative methodology allows for deeper and richer exploration

of the impact of an intervention wath may not be captured with quantitative measures.
Interviewees from boththe intervention and contrajroups were soughand a

grounded theory method was adopted for interview data analysis.

Study 2 Qualitative Questions

1. What motivategparticipants to listen to the programme?
2. What are the perceived benefits of the programme?
3. What are the perceived limitations of the programme?

1.9.3 Study 3

To evaluatghe underlyingmechanism®f the intervention, a componesiiudy was
undertakenAn active component of the interventjquositive appraisal suggestion,
theorised as instrumental in increasing resilieneas isolated and its ability to
increase positive cognitive biaselfestem and positive affectyith and without
relaxation was investigated compared with a control. Additionadlychological
resilience to a stress@low mood induction)was testedAn experimental research

setting was used with student participants.

Study 3 Hypotheses

1. The intervention conditions would give rise to significantly greater levels of
selfesteem, positive affect and cognitive bias, and concurrent lower levels of

negative affect, compared to a control.
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2. The intervention conditions would irease resilience, as measured by the
maintenance of positive affect aftelcav mood induction compared to the
control.

3. Selfesteem suggestions given with relaxation (heightened suggestion) would
be more effective, as demonstrated by higher levels ofestdem, positive
affect and cognitive bias, compared to ssfeem suggestions alone and
control.

4. Those with emotional vulnerability (as defined by high scores in social anxiety
and depression measures and low resilience measure) would exhibit a greater
response to the heightened suggestion condition compared to the suggestion
only condition.

The evaluation of Positive Mental Training in the workplace (Study 1 and Study 2)
employedmixed methodologyAlthough it has been argug@laikie, 2006) that

mixing methodologiesrequires careful consideration and clarity of thought, as
abductive and deductive strategies do not share the same ontological assumptions, data
from one methodology can be interpreted in the light of another telajev
understandings and meaningsfferent methodologicatraditions in researctiesign

relateto different views and meanings of reality; and can help to interpret and construct
meaning for the evaluationUsing contrasting research methods called
methodologicaltriangulation (Bryman 2013. 6 Tr i angul ati ono, a t
navigation and surveying, but applied to mixed methods is a way of increasing
validity and confidence, because it is assumed that different methods have different
biases(Hammersley & Atkinson, 199%nd different methods tap into different ways

of knowing(Mathison, 1988)
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Study 1

Wl v 9 @l thddmpadt &f yPogdtiFe Mentalraining
Programme on MentdHealth & Wellbeing o Working
t 2Ldzf I GA2Y Q

2 LYUGONRRdAzOUOAZ2Y

The aim of this study was to evaluate the health and wellbeing intervention, Positive
Mental Training, and the most common methodological approach used in evaluation
research is the experimental design. This research methodology applies the principles
of empirical research from the scientific laboratory to the field and looks to establish
a cause and effect relationship through hypothesis te@drgetveit, 1998) It is

widely recognised that the Randmed Control Trial (RCT) is the most effective
design for achieving thiMRC, 2000, Gomm, 2004which it does through
methodological control of the impact of confounders, i.e. minimising effects other than
the intervention e#ict on the outcom@&his is achieved by creating, monitoring and
comparing groups which diffamly in the variable under studgs far as possiblén

clinical studies it imftennot possible to have groups differiaglyin the experimental
variable,and so researcheligicorporate strategies to limit biases and confounding
factors wheregossible.In this current studygonsistent with RCT design, an active
control was created. This responds to the methodological concerns in the literature that
wait list or no treatment controls are less robdae to expectation factors (Marieé

al. 2006; Sotskyet al 1991).

Critics suggest that the experimental methodology is too legitonal (Blaikie,
2006) However, this deductiviegic is consistent with the theoretical perspectives of

critical enquiry and empirical research
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clinical psychology and health promotiohhe experimental approach uses defined
outcome variables that can bdjectively measured. Thisallows for a shared
understanding within the scientific community ahdrefore gives robust comparable
data, the cornerstone of sound reseanelking this research more easily understood
and its contribution more easily identlfie (Bechhofer& Paterson2000) Therefore

in this Cur r endas amm evaluatom Ofsanensal headthy promotion
intervention and in line with previous researchers and the determinants of positive
mental healtlfpreviously citegsectionl.5), outcome measures were chosen to assess
the main concepts of wellbeing and resilienddoreover as mindfulnesemergd

from the literature asmaimportantcomponent to wellbeingandin order b assess
whether the attentional aspect BMT did in fact result in mindful changes, a
mindfulness measure@as also include@long withthe other measures of positive

mental health.

Hypothesis 1 Positive Mental Training wilimprove wellbeing, resilience and

mindfulness, relative to controls.

However health can be conceptualised a continuume¥@p02 and nost mental

health interventionsutcome studies evaluatadices of poor mental healtb gauge

the effectiveness ofnaintervention at promoting recovery from mental dist(@ss

der Klink et al.2001;Marineet al.2006; Czabalat al2011)). Accordingly measures

of stress, anxiety and depression were

a workplace studyhurnout was also included as a measure of occupational stress.

Hypothesis 2Positive Mental Training will improve mental health and reduce

burnout, relative to controls.

Health promotion evaluation studies usually include at least one of five a$pects
effectiveness, appropriateness, acceptability, equity and efficigPlalips et al,
1994) This study endeavours to evaluate effectivengssugh hypotheses 1 and 2,
and alsacceptabilityasessed througtiegree oengagemenEngagemenwith CBT

interventions(including MBSR)and acquisition of skills has been the subject of a
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recentreview. The researchers reported that use of CBT skalésnot only positively
associated withdepression treatmerdgutcomes, but alsdrequency ofskill use
predicted treatment outcome (Hundt &lignogna, 2013).It was therefore
hypothesised that greater engagement WYHT would becorrelated with positive

increases in mental health.

Hypothesis 3A higherdegree of engagement with Positive Mental Training will

be correlated with a greater inease in mental wellbeing and mental health.

Many health promotion stress management interventions are designed to encourage
practice oftechniquese.g.Jacobsen relaxation (Jacobsg®38) acquired relaxation

(Ost, 1987) mindful meditation(KabatZinn, 1990) as thesare recogniseds skills

to be learnt that aiacreasd with practice perhapslue to operant conditioninghere

the behawur is reinforced by the rewardensen & Turk, 2014)Similarly PMT
incorporategelaxation practicever several weeks. AdditionalMT also includes

many different psychotherapeutic technigpescticed over several weeksundt &

Mi gnogna (2013) 6s r e \vhatskill use fraguedcy weuliotel e v i d
treatment outcomesuggesting a temporallagonship between skilland recovery.

Other studies have shown that benefits can remain after the intervention. A Cochrane
review found that 3 intervention studies (out of 9 included in the -aredysis)

showed stress remained low one month after tteeviantion finished (Marinet al

2006). An Occupational Health study that investigateMT, (Thompson 2010a,
section1.8.3 previously citeg, assessedutcomesat 4, 12 and 26 weeksimilarly

reported significant improements over time. All measures (depression, anxiety,
burnout and CORE) were significantly improved at 12 weeks (at the end of the
intervention)and these improvements were maintained @tvizeeks. Additionally

CORE showed a significant improvement betw#&2rand 26 weekst was therefore
hypothesisedhat any benefits from listening ®MTi n t hi s ¢ ustudye n't au

would be maintained after the intervention had finished.
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Hypothesigt: Any effect of Positive Mental Training on increasing wellbeing,
resilience, mindfulness and mental health will increase over the timespan of

the intervention and be maintained after the intervention has finished.

This study can al so be s elRlaikie,i2006)dslhitleas 6 act i
the twin objectives of hoping to bring al
as well as increasing knowledge through understarttbmgwellbeing is enhanced.

2.1 Ethicsand Ethical Considerations

Ethical concerns were considered and addressed to the satisfactioNld&hethian
Research Ethics Committé&ppendix1.1) andUniversity of Edinburgh, Department
of Clinical Psychology Ethics CommitteAgpendix1.2) with the following:

2.1.1 Declaring Personal Interest and Reducing Researcher Bias

The personal interests of the Chief Investigé@), who is a director and sharéter

of Positive Rewards Ltd, the company which produced the intervention programme
(Positive Mental TrainingyveredeclaredIn order to diminish the opportunity for bias

and ensure transparency the following features were incorporated into the study
desgn.

I.  Although the CI designed the study, including methods of recruitment and data
collection, she did not have direct contact with participants or data collection
to reduce potential for bias. Therefore an independent research administrator
was usedor participant recruitment, allocation, data collection and data entry.
An independent statistician was used for creation of the locked data set which
was then given to the CI for analyses and interpretation.

II.  The personal interests of the Cl were deddarethose supporting this study,
i.e. Healthy Working LivesNational Services Scotlarahd The University of
Edinburgh Also this relationship was explicitly stated on the participant

information sheet.
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lll.  There was no direct financial gain to the ClI forgiag out this researcihe
programme was given free of charge.

IV. The study was undertaken as part of a PhD at the University of Edinburgh,
under the academic guidance of two supervisors who were independent of
Positive Rewards Ltd.

V. The research administior was blinded to control and intervention group
allocation and data entrihroughrandonisation of participants to groups and

the use of Unique ID numbers for participants.

2.1.2 Minimising Participant Bias

Participant bias was reduced throlgib | i ndi ngd participants t
programmes, by giving the programmes similar namide intervention was called

‘Verbal Relaxation Training' (VRT) and the control was called 'Music Relaxation
Training' (MRT). These names were intendeddaduce the potential for differential

placebo effects, and to minimise participant disengagement from the control
programme which may have happened if it was believed to be ineffective. Additionally
using the phrase, O0Ver bodl tRieel aaxcattuiaoln nTarna
Ment al Trainingd was intended to reduce

additional information about the programme from the internet or elsewhere.

The potential for participant crogs®ntamination was reduced by ditly requesting
participants not to discuss their involvement with colleagitesas explained at the

entry interview that as this was a research project, whereas it was fine to discuss
participation with friends and family, results could be jeopardi$dtely were to

discuss their participation with other work colleagues.

2.1.3 Safeguarding Participants

Participants were fully informed about the study withinformation sheetAppendix
1.3), were given the opportunity to asle research administratquestions, for which
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he had been fully briefed by the CI, and were given time (at least 24 hours) to reflect

and considerprior to deciding whether to participate.

Participants6é data was identified by a ul
confidentiality. Identifying data, i.e. name and address (necessary for sending out
study packs) were kept separately from the data set in a password protected computer
andin a locked safe within National Services Scotland, where the study was located.

No identifiable dad was reported in the results.

Although involving a norclinical sample of volunteers, the project could have
included individuals with undiagnosed depression, anxiety and/or severe I§ta@ss.
individual had a DASS score which indicated potentially high levels of mental distress,
the participant was contacted confidentially by letter or at interview to inform them of

this and to suggest that they consult their G.P.

The study took placenian NHS workplace and the usual workplace protocols for
employee health and safety were operating, through Human Resources and

Occupational Health.
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3.1.1 Study Population

The study population comprisextlf-referredadults, enployed within the Lothian

offices of National Services Scotland (NSS).

NSS is a large public service organisation, within the NHS, that delivers core services
to the NHS in Scotland. These core services are diverse, ranging from business support
such adegal,fraud and procurement, to NHS stafffpport such as operational advice,
health statistics, screening and blood management, and are provided through divisions
which are geographatly spread throughout ScotlandlThere are ten NSS
administrative sitesituated within LothianOccupational Health andn inhouse
OHeal t hy Wounikdrenaiso dited wighen 0NSEothian and also have a

national remit.

This study recruited from the 10 Lothian sites. These were Elliot House, Sgle

Royal Infirmary, Ellens Glen Road, Lauriston Road, Anderson House, New St
Andrewbés House, Scottish Health Services
and Bains Square and Earlston House in Livingston. All 1980 employees based in
these sites @are invited to participate by letter (s&ppendix 13). Of these employees
1177(59.4%)were female, 80240.5%)male and X.05%)of unknown genderThe

majority of employee¢81%)d es cr i bed t hemseldv,eswiatsh 06S c6c

having an ethnic ogin otherthan White AngleSaxon.

1658 (83.7%) employees were ftilhe and 322 (16.3%) employees ptamie. The

age profile of the employees is shoimrFigure 3:1
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Headcount by Age for Lothian Region NSS
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Figure3:1 Age Profile ofEmployees of Lothian Region NSS

3.1.2 Exclusions

Exclusion criteria were those with psychotic illnes¢i.e. Schizophrenia, bipolar
disorder (BPD), family history of BPD, deaf, unable to understand English to a
sufficient degree to follow the CD, and/anable or unwling to give informed

consentExclusion criteriavere identifiedby interviewwhen consent was given.

3.1.3 Sample Size

Power calculations used to estimate the number of participants necessary for the study
were based on a similar study investigating the effect of Positive Mental Training on
depression(Dobbin et al. 2009. From this paper an effect sized= 1 2. 14 was
calculatedDunstet al, 2004) This is a large effect size but because the participants

in this present study were not clinical cases, leatthy volunteers, and that regression

to the mean will show a larger effect size in a clinical population, a medium effect size

was calculated as a possible outcome. Therefore for a medium effect §i25 of

taking alpha =0.05 (which accepts a 5% prdliiglof making a type 1 error) and for

ANOVA analysis of variance for 2 groups and for the power of the test to be 0.80 (of

rejecting type 2 error) then thember of each group should be @bhen, 1992)
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The overall attrition rate in the Dobbat al. (2009) study was 11%, but for those who
receivedPMT the attrition rate was 18%. However this study was conducted in
primary care A metaanalysis of similar individually focused interventions on work
related stress, reported attrition rates that rangmed D % to 40%, with a mean of
11% {van derKlink et al. 2001).As PMT had not been previously evaluated in the
workplace the attrition had to be estimatéth protect against @sible high attrition

rates,calculation of the sample size was thereforeihGfach group.

3.1.4 ParticipantRecruitmentStrategy

As the participants of this study were employees within a workplace, it was necessary

to obtain the cooperation of managers and union officials before the start of the project.
This was achieved by idefity i ng key O6stakehol dersé wit
where the research could be administefidge Occupational Health department, and

the Healthy Working Lives department, which had a remit for health promotion, were
approached in November 2007 and thgyeed to support the Cl in her research study.

This study was supported by these departmémisigh a grant from the CSO for the

NSS Promoting Attendance Projéctwhich provided the dedicated time for the
research administratoAnother studyo Posi ti ve Ment al Training
Health Settingé which recruited ment al
(Thompson, 2018 was also supported with this grant and ran concurrently with this
project.

With the support of these departntenand following an overview of the research
given by the Clat a meeting in November 2008, consent from key stakeholders, i.e.

the unions and top level managers, for the CI to conduct the research, was given.

A Flowchart of the study is shown below Figure 3:2 Flowchart of Study 1,

illustrating study design
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3.1.5 Independent Research Administrator

Following ethical guidelines, ra independent rearch administrator was uséaor
participant recruitment and data entry. This person was an NSS employee and was
situated within the Healthy Working Lives departmeéltie Chief Investigato(Cl)

briefed theresearch adinistrator on the necessgpyotocol in line with theesearch
methodologyand supported this with check sheets for the research administesor,
Appendix 1.4 - Participant Entry Interview Protocol Check Sheet for Research
Administrator andAppendix 15 summary sheet of Questions and Answétee ClI
maintained regular contact, at a minimum once per weekijth the research
administrator throughout the data collection period throwggits, email and
telephor. This allowed any concerns to be addressutitae Cl to maintain control

andmanagement of the project throughout the study period.

There were concerns about collecting data, by proxsqugh an independent
administrator There may have bedass explanation for questions from participants

but this was addressed lgpod contact, briefing, clear guidelines and debriefing. It
was considered that for the requirements of good ethical practice, i.e. transparency and
minimising research bias, that the advantages of an independent administrator,

outweidhed the disadvantages.

3.1.6 Communication strategy

Project graphics were developed to give the research study a unique identity which
would immediately communicate the aims of the research, i.e. toirguitdental

health andwellbeing, and so enhance re¢nuent. The CI developed the design

working in collaborationwith the inhouse graphic designer for Healthy Working

Lives,to achievea clear identity forthestudf he post er was ,thei tl| ed
guestion mark was designed to makerdaler question whether or not they felt good,

and showed a o6stickd person floating ab
stressed, worriedetc6 t o reach posi t i stengwaaxed,stayi n t h
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o n tThepstudy then becamethe FE€ebod st udy and the O0stioc

logo which appeared on all written material, such as the CDs and the participant packs.

Posters, Adwere designed using the study graphics (see Appédn@)»and printed

over greenprange, purpler blue backgrunds.A month before the project started
these were placed in highly visible areas, such as tea stations, toilets and photocopiers
in the research study sites

The wordingon the postergvited employees to find out more ata contact the

research admistratorthrough the bespoke telephone line and email and said:

6Train your mind to stay on top. Free
please contact (telephone number) or emidib£.feedgoodproject@she)
Available from8Apri | 20096

A page on the NSS intranet site was also sed uponth before the project started,
whi ch contained a C 0 pyand délso & lawvnlopdahlet i ci p

guestionnaire pack so that participants were able to see the questionnaires.

The week the project startadcopy of the participation letter was placed on every desk
in the Gyle Buildingand copies were setd key managers, dhe other siteso do

the same.

3.2 Study Protocol

Participants were recruited betweg¥hApril 2009 and 31 July 2009 Participant data
was collected for 6 months from their date of entry; therefore the data collection period
was from6™ April 2009 to 3%t January 2010.

3.2.1 Participant packs

Participant pack$100 of VRT, 100 of MRT)or 200 participants were prepared |

advance of the studstarting, in the following way:

69
PhD Health PsychologyThe University of Edinburgh2014


mailto:NSS.feedgoodproject@nhs.net

Firstly sets of questionnaires, numbered 200, were prepared for 200 participants.
Each set had 4 questionnaire booklets, one for each of the 4 evaluatigretious,
i.e. 0, 4, 12 and 26 weeks. Consequently each nur(foen 1- 200) had 4
questionnaes booklets allocated to (see appendiX.7 for sample questionnaire
booklet) and was themndomly allocated to either the control (MRT) or intervention

(VRT) group and this number was written onto the appropriate CD programme.

Numbers were randomly allocated &genior member of the Healthy Working Lives
Team who wasndependent of the study, picking a number from a listio2Q0, with

a pin, while their ges were closedn this way 100 numbers were allocated to VRT
and 100 to MRTThe master list of which numbers belonged tochlgroup, was held

in a password protected computer, sepdrata the collected data.

The participantmaterials i.e. questionaire booklets and VRT or MRWwerethen
packed into envelopes to facilitate posting of materials over the study peackl.
participant pack then consisted of 5 different envelopes, each containing

Envelope 1 For entry interview- CD1 and DVD (the quesonnaires for
entry interview were not packed into the envelope so that the
research administrator could be blinded to which group the
participant had been allocated to)

Envelope 2 For week 4- posting of CD2 & questionnaire packiaiped
addressed envgle (SAE) for return CD1 and week 4
guestionnaires

Envelope 3 For week 8- posting of CD3, SAE for return CD2

Envelope 4 For week 12 posting of questionnaire pack, SAE for return
CD3 & week 12 questionnaires

Envelope 5 For week 26 - questionnaire pack, SAE for return

guestionnaires

The allocated number was written on the outside of the five envelopes making up each
i ndi vidual participant pack and became

for the studyAt the firstentry interview the first envelope of the five in the participant
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pack, with number 1 written on it, was given to the first participAbtthe next
interview, the first participant pack envelope marked number 2 was given to the second
participant and sorosequentially through the list of numbers 200.

3.2.2 Entry Interview Protocol

Those employees interested in taking part in the stmytacted the research
administratovia phone or email to make an appointment for an entry interdiew.
facilitate recritment the research administrator, whasabased at the Gylajent
round to the otheNSSsites and occupied a room to make it easier for employees to

join up for the study.

At entry interview the employee was asked to sign the study consent form (Form no
1), seeappendix1.8. On receipt of this the employee was given a sealed envelope
containing either an intervention or control group DVD and CD 1 with a unique Study
ID number written on the outsid&his unique ID number was then written onto the
consentform, the contact details form (form no Xee appendid.9, and intake
questionnaire (form no 3yee appendit.10, which the employe¢ghen completed.

The participantvasasked about exclusion$the exclusion criteria were not met, then

the employeeeompleted the questionnaire pack, containing the 5 questionnaires, or
took the questionnaires away to complete and return latee employee had a high
DASS score, (i.e. an anxiety score of 20 or over and/or depression score of 25 or over),
then this vas discussed with the participant as a potential indicator of anxiety or
depression and the participant was advised to contact theifl@&Pemployee took

their allocated sealed envelope containing the approfMiz and CD1 to listen to

at home.To ensue consistency at interview a tickbox protocol sheet was developed
for the research administrator (see appeddix The entry interview lasted about 30

minutes.

3.2.3 Longitudinal Data Collection

Following initial data collectiomt entry interview (week (pllow up materials were

postedto the p ar t i cadgressstatédson their contact form.Follow up
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guestionnaire packs were sent out at 4 weeks (along with CD2,) at 12 weeks (the end

of the CD programme) and at 26 weeR®3was sent out at 8 weeks.

Participantswere asked to return the CDs, with the listening dialgng with the
questionnaire packd$t was hoped this would help reinforce the need to return the

guestionnaire pack and the listening djgpee3.4.1for details of listening diary)

Following each questionnaire mailintyyo reminders, at sevetay intervals, were
given if needed either by phone, email, again as gorettheir contact formThe
research administrator was advised to only focus on week 12, if chasing both week 4
and week 12.

At the end of the studyarticipants were offered tlogption to keep intervention

3.3 The Intervention

The activantervention, ged in the current study, was thental skills training course
PositiveMental Training, previously described in sectidr8. This audioprogramme

uses a combination of techniques, such as relaxation, visualization, desensitising and
reframing to improve access to positive memories and experiences in order to bring
about a change in thinking stylBhe CDs used in the current stugigre the same as

in the Dobbiret al.(2009) study bute-recordednt h e C| femalewoide Each (

CD trackhadthe same background mudiat with spoken word content specific to

that track see Appendix 1.11 faamplescripts. A bespoke DVD was made for this
study by the CI as described beld®ampleresearch DVD an€Ds areattached to

theback of covenf the thesis, (for electronic versions please contact this author)

3.3.1 The DVDs

The Positive Mental Training programme DV&» used in Dobbiret al (2009)
describedthe history, uses and createct@gnitive framework to help participants
engage with the programme, through an understanding of how the various techniques
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in each track aald aid recoveryln order to blindoarticipants to thedive intervention

it was not possibléo use this original DVD, nor to match this wighsimilar one for

the control groupTherefore it was necessary to make two DVDs especially for this
study, ondor the control group and one for the intervention grétgchDVD lasted

for 9 minutes andontained the same content with the exception of having a short
section of the same lengthelating specifically to either the intervention or the control
group(seeAppendix 1.1Zor the DVD scripts)The main content of both DVDOmly
focused on the benefits of relaxatiohhe intervention DVD containea@ short
paragraph on thpositive effect of listening to words and the control DVD contained
a similarly short paragrapbn the positive effect of listening to music, specifically
relding to the type of musiased,whichis music played in the Dorian modEhere

was no mentionfahe history and uses of the programme.

3.3.2 The Control Group CD tracks

The control group was given the background music from the interveitos was
presentedn the same format as the interventioa.4 x 18 minute tracks on 3 CDs
12 tracks inatal. The background music in the imtention was exactly the same for
each track and consisted of 4 short sections in the same Bodehe control group
these 4 short sections werealered to make 12 different tracks, making each track
a little different. This was done to make the control musicl€3repetitive and to

replicate the fact that the intervention feadewtrack each week.

3.3.3 Visual Presentation of the Control and Intervention
Programmes

The Control and Interventioprogrammes were presented as identically as possible.
Each group had identically presented CDs and DVDs, in hard CD cases with the same
bespoke desigrd inset printed on the same coldublue (see Apendix1.13. The

name of the programme was written & tCD disk, not on the front coveFhe
relevant CD number or DVEand he unique ID number, necessary as the back of the

CD inset was the listening diary, were printed on the front of the CD insets.
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The inside of the i ns e tandeashhgtoapihadeht samé nst r
contenf presented in the same way, with the exception of a short paragraph relating to
either the VRT or MRT programme&are was taken to ensure a similar number of

words were used for each description.

The o6l nstUsuecd i wenrse fag atesnhtivesonp for the conttol t h e

or intervention highlighteth grey for ease of comparison here

0This CD has 4 tracks on it, each | as
at least once a day for a week before mgwn to the next track for a week,

and so in this way moving stepwise through the &®each track is about
relaxation it is important to listen somewhere safe where it does not matter if

you fall asleepDo not listen if you are drivingpperating machinery or are

i n any situation where safety depends

Find a comfortable place for yourself to sit or lie down so that you can really

relax as you listen to theausic/(CD)/.Allow all your muscles to release the

tensions bthe day and to relax comfortably. Allow the thoughts in your mind

to just come and go, notice them without criticism or judgement. As you do this

you may find your mind drifts off whi
your attention back to thausic/(wordsand enjoy the relaxation that develops

as youlisten. Even when asleep your unsoious mind is still listening

As you continue to practice listening and relaxing torthusic/(CDs)ou may

find that it becomes easier and easier to relax at all times, when you are
listening to themusic/ (CDs)and also at other times. By learning relaxation

in a relaxed environment you can begin to learn how to relax when stressed. A
useful exercis® do isto notice when you feel tense and when you feel relaxed.
Once your brain has learned to relax it will continue to use that skill
automatically. When we are relaxed we feel more positive and can cope better
with the everydagtresses of life.

Additionally the MRT CD insets had the following words:
This CD is part of a series of 3 which contains music written in the Dorian

mode. This is a type of musical scale slightly different from the usual major
and minor scales commonly used. This couldséie to create a musical

| anguage which is more neutral in ton
scale or the 6sadé6é feeling of a minor
the type of musi c |l i stened to coul d

subsguently their behaviour. Dorian mode music was believed to help you
become stronger.
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And the VRT CD insets had the following words:

Orhis CD is part of a series of 3 which use the positive power of words. Words
are very powerful and we easily absorb tiegative words around us. This CD

can counteract such negative messages to help us feel better about ourselves,
more relaxed and more positive, helping us cope better with the everyday
stresses of life. By relaxing as you listen you can allow the pogitwes to

sink deep into your mind. It can be thought of as a mental immunisation against
stressd

The back page of the inset was identical for each group and contained the listening

diary (describedh the nextsection3.4.1).

3.3.4 The Onbody CD text

The CDs were printed with the name of the programme, i.e. Verbkx&ion

Training or Music Relaxation Traininghe numbe of the CD, i.e. CD1, CD2, CD3;

the oOfeel goodd | ogo an.dVRT thaeks wepedabellddi ¢ n a
Omusi c 16 t hr orbheg/RT ttacks wer latseiled with thedtrack title as

detailed inTale 1:1 Componets of Positive Mental Training Programn{8eeback

cover forsamplediscs.)

3.4 Instruments

3.4.1 Listening Diaries

Participants were asked to recondn a-b 0@ X 6 c Is t, how eftenttheyblistened
to the CDtracks on each COXhis table wagrinted on the back of the CD inset and
participants were asked return this with the Cland questionnaire$he wording on

the CD inset was:

6As this is a r esistaeastedhn themunber of times yoe hawe listened to
each track. Please tick the days you have listened and send this back along with the

guestionnaires and CD. Your honesty is appreciated. Thank you. 6
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As there were 3 CDs, there were 3 of these listediaries to complete and return
The O6ticks6é wer e timedrdeevdls 4tweegs€COhdata)and 12 t wo
weeks(CD1, CD2, CD3 data)o correspond witlquestionnaire data collecticat

these timesThis formed2 new variables:

0 S u mC-Bne éumof the number of times CD1 had been listenefl.¢o at

4 weeks after completion of the first CD).

0 Su mt r thecskns a the number of times CD1, CD2 and CD3 &td.2

weeks, after completion ¢iie wholeprogramme).

3.4.2 Questionnaires

Participants were asked to complete questionnaires to mei@suimapact of the
intervention. These weresel-completionquestionnaires as described below and are
standardised, published measur8soring was undertaken according to published
guidelinesard is specified below with the descriptions of each sciestionnaires

were prepared as a booklet and presented in the same order for all participants at every
stage of the study. Counterbalancing of the order of the questionnaires was considered,
but rgected for the following reasons. Firstly it was felt that some scales should always
precede other scales, e.g. the DASS or the Burnout scales should not be the last scales
as they ask about negative feelings and it was not the intention to leave padicipa
dwelling on thislt was deemed easier to make up the packs if the questionnaires were
in the same order and although there may be an order effect from this, this effect will
be the same in both control and intervention groAgslitionally it was thoght that

keeping the same order would reduce data entry mistakes (personal communication,
M. Gaffney Healthy Working LivesDecember 2008

The order of the questionnaires was: The Coibaridson Resilience Scale (CDRISC
i 10); the Maslach Burnout Inméory (MBI); the Depression, Anxiety and Stress Scale
(DASS 21); the Warwick Edinburgh Mental Wellbeing Scale (WEMWBS); and the
Freiburg Mindfulness Inventory (FMI)The principal outcome measure (CDRISC)
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was placed first to ensure that it was not infllezhby any preceding measurébe
second scalgyiBl, was placedbefore the DASS because it was shorter, therefore
quicker to complete and more encouraging in terms of completing thée who
guestionnaire packt Wwas considered that the MBI would be lesglijkto influence

the DASS, than the DASS8ould be to influence the MBI aké MBI is about workn
generalwhilst the DASS is more concerned with affect and so may make a participant
think more negatively about workhe WEMWBS was placed after the DASSgive
participants the opportunity to replace any negative affect engendered by the DASS
questions, with the more positive focus of the WEMWB®as considered important

to end the task of questionnaire completion with positive questions and a positive
focus, so as to leave participants at least feeling no worse than at the start of the task.
The FMI was considered the most difficult to complete as it is more abstract in nature

and so was placed last to reduce potential forawnpletion of other items.

3.4.2.1ConnorDavidson Resilience Scale 10 (CD RISE8)
Appendix 1.7)

There are relatively few measures of resilience and fewer for measuring resilience in
adults (Ahern et al. 2006) Some scales reflect the fact that resilience is a
multidimensional concept by having subscales, but there are problems with these, not
least that there is no agreement on the definition of resilighbée et al, 2008)

The scale usedehe is a short form of the ConnDavidson Resilience Scale (CD
RISC) (Connor& Davidson, 2003)The original CD RISC is a unidimensional, 25

item scale which has been demonstrated to be sensitive to chariopécad groups

and is recommended by the authors as suitable to measure resilience interviéntions.
is based on constructs of hardiness, control, commitment, change viewed as challenge,
goals, action orientation, self/esteem, confidence, adaptabildiwl ppoblem solving,
humour, strengthening effects of stress, affectional bonds, previous experiences of
success, endurance/patience and faith/belief and validated against hardiness, perceived
stress, vulnerability scaleShe CDRISC scores of whole samphere significantly
correlated with the Sheehan Stress Vulnerability Sced®q1, Spearman r =32, p<

.001) and th&heehan Social Support Scabe$91, Spearman=.36,p< .001).The

77
PhD Health PsychologyThe University of Edinburgh2014



psychiatric outpatients group was significantly correlated Witthasa Hardiness
Measure 16=30, Pearson = 0.83,p< .001, the Perceived Stress Scate2d, Pearson
r =-.32,p< .001)(Connoré& Davidson, 2008

CampbeliSills and Stein(2007) completed a factor analysis on the ®RISC and

found a four factor analysis fitted $e ; the four factors bein
6Soci al Support/ Purposaad( HPetrsmst endéEai
found that this was unstable across similar populatibhsy resolved this through

modifying the scale to one with 1@isi the CD RISC 10, by removing the unstable
items relati ng S wp pddrati/t huwr paonsde 66 Saoncd ad br i c
0 P e rnsci egdichewere found to measuthe sameunderlying construct due to

similarly worded items causing the appearata separate factaNith these excess

items removed a single factor model fitted best (determinacy value .93 for resilience
factor) with good internal consistendz r o n b ac h 6 s inar undergradodte . 8 5
populatior). The remaining items in the deaeflected a single constriictesilience,

which contained the ability to tolerate experiences such as change, personal problems,
illness, pressure, failure and painful feelingsnstruct validiy was confirmed byhe

Brief Symptom Inventory 18 (BSI)a Childhood Trauma QuestionnaB&ort Form

(CTQ-SF). Results showed that CDRISC10 moderated the relationship between
childhood maltreatment (measured by G¥€) and current psychiatric symptoms
(measured by BSIy=.56,F(3,126) =19p<.001, meaning, the authors suggest, that
CDRISC10 was able to measure positive adaptation to difficult events.

This CDRISC10 single factor scale has been chosen for this study bexsausd as
being psychometrically sound, is quicker to completethan the ORISC, an
important consideration as there were 5 separate questionnaires in this study. Although
it had not been used to measure change in resilience following an intervention, unlike
the original CDRISC, because the CDR$Cis strongly correlated;.92), with the
original 25 item questionnaire, it was considered reasonable to expect the CDRISC 10

would have the same ability.
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The CCRISC 10 has 1(positively wordedtems, graded on & pointscalé¢ 6 not tr ue
at all dé, o6rarel yoft eaeaddon agi@&meteiamdayd tarl Ue &
measures resilience over the last mo&thch item is scored fromi04 respectively,

and summed together for a total resilience score, which will lie betwé&eh00A

higher score reflects higher levels @rponal resilience.

3.4.2.2Maslach Burnout Inventory General Survey (MBGS)see
Appendix 1.7)

This questionnaire is a work related burnout scale, widely used in workplace studies,
with good psychometric propertieBhe MBI-GS (Maslachet al, 1996)was used in

this study and this is an adaptation of the original Maslach Burnout Inventory Human
Services Survey (MBHSS) which was specifically devised for those occupations
providing human service3he MBI-GS is a modification of the MBHSS for those

in occupations that do have direct contact with service recipiEnésefore whereas

the MBIFHSS measures the relationship with people at work, the GBImeasures
oneds relationship with work per se, on 8
As paticipants in this current study were drawn from subinical staff, the MBIGS

was identified as being more suitable than the MBIS. TheMBI -GS has3 subscales
(dimensions) which are exhaustion, cynicism and professional efficacy. The first two
are positely correlated with burnout and the latter is negatively correlated with
burnout. The MBI-GS has been widely used with different occupations in many
countries and shows good internal consistency, forexa@pleo nbach és al ph a
for exhaustion, .800dr cynicism and .76 for professional efficafaslachet al,

1996) External validity hadeen demonstrated through relating the subscales to other
constructs. Exhaustion is associated with mental and physical strain, woilo@der

and role conflict at work. Professional Efficacy is related to satisfaction, organisation
commitment and job idvement, and Cynicism positively associated with the
constructs of Exhaustion and negatively associated with the constructs related to
Professional EfficacySchaufeliet al, 1995)
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This measurevas chosen as the study wsisuated within the workplagewith
participants drawn from the wking population and burnout is a work related is$ue.
has 16 questionscoredon a 7 pointikert scale which measure frequency of feelings
over the last yeafStatements are rated froidever,A few times a year or les®nce

a month or lessA fewtimes a monthQnce a weekA few times a weekyvery day

and are scoredi06 respectivelyThere are no reverse items and dimension scores are
a sum of thetems relating to that dimension, divided by the number of items in that
dimension subscal@here are 5 items which refer to Exhaustion subscale, 5 items
which relate to Cynicism subscale, and 6 items which relate to Personal Efficacy
subscaleTotal subscale scores then range froin@ Exhaustion and Cynicism are
positively correlated with level®f burnout and Personal Efficacy is negatively

correlated with levels of burnout.

3.4.2.3Depression Anxiety and Stress Scakhort form 21 (DASS 21)
(see Appendix 1.7)

This scale washoserfor this studyas it encompasses, and can discriminate between,
depession, anxiety and stress, in one relatively short questionhasesuitable for
nonclinical samples, and has good psychometric propedsedetailed below, from a

normal UK adult populatian

The DASS 2lis a shortened form of the original 42nteDASS (Lovibond &
Lovibond, 1995) The DASS was developed to differentiate between anxiety and
depression, in response to the obsehighl degree of correlation and overlap between
items in existing measures of anxiety and depregs§itark & Watson, 1991)During
development of this scale & 3ubscale emerged, that of stress, which supported the
concept thatpsychological health i& dimensional concemin a continuumThis
concept fits well with the idea of building mental heal#md fits with the tripartite

theory of anxiety and depression proposed by Clark and WEit981)

The 21 and 42 items scales have 3 subscales, namely depression, anxiety and stress,

which can either stand alone or be combined to create a single measure of emotional
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dysfunction. The depression scale asss dysphoria, hopelessness, devaluation of
life, sel-deprecation, lack of interest/involvement, anhedonia and inertia; the anxiety
scale assesses autonomic arousal, skeletal musculature effects, situational anxiety and
subjective experience of anxious$femt; and the stress scale assesses difficulty
relaxing, nervous arousal, easily upset/agitated, irritablef@astive and impatience.

Stress is factorially different from depression and anxiety, although all 3 conditions
are moderately intdinked.

DASS21 scores, when doubled, can be directly compared with DASS scores
(Lovibond and Lovibond, 1995)nternal casistency is good for both the DASS and
DASS21, with Cronbachodés U of 0.94 for Dep
Stress being demonstrated for the DABSAnNtony et al. 1998)

Good external validity of DAS&1 has been demonstrated, with the depression scale
most strongly correlating with the Becks Depression Inventory (BR4RG8,r =.77),
the Anxiety scale with the Becks Anxiety Inventory (BAN)< 258,r= - .84) and the
stress scale with botm(= 258,r = .62 for BDI,r = .64 for BAI). Crawford (2003)
provided UK normative data for the DASR, from the general population, as well as
demonstrating DASS8igh internal consisten@ndgoodcorrelaton with the Hospital
Anxiety and Depression scale (HAD$AII n= 1512, DASSD / HADS-D: r = .66,
DASSA / HADS-A: r = .62, DASSS / HADSA: r = .71]; the Personal Disturbance
Scale (sAD)[All n=733, DASSD /sAD-Dr=.78, DASSA / sAD-Ar =.72, DASS

S/ sAD-A r=.67], and Positive andNegative Affect Scale (PANAJAIl n = 740,
DASSD/NA T =.60 andPAT =-.48, DASSA/NA r=.60, , DASSS/NA r=.67,]

The DASS-21 asks the participant to rate statements as to how much they applied to
themover the last weelon a scale from 0 3, where (s did not apply1 isapplies to

some degree? isapplies to a considerable degraad 3 isapplies very mucht is
thereforeintended as measure of state rather than trait attribtibesscores for each

of the individual items relatg to each factor (7 items for each factor) are summed
together and doubled to give the DASS factor score, making the score comparable with
DASS42data. The sum of all 3 subsets gives the total DASS score.
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3.4.2.4Warwick-Edinburgh Mental Wellbeing Scale ( WEMWBS)
(see Appendix 1.7)

The WEMWBS(Tennantet al, 2007)is ameasuref wellbeing, encompasag both
the eudaimonic (psychological functioning gelf-actualisatioh and hedonic aspects

(subjective wellbeing) of positive mental health as a unidimensional measure.

The WEMWBS was developed in response to the need for a short weltheasyire
that encompassed both the eudaimamd hedonic aspects of wellbeing, did not
encompass ill healthyas unlikely to be affected byeiling effect andcould be used

to measure health promotion initiativaed wellbeing at a population levet was
developed by a group of mental health expetie drew on academic literatuaad
qualitative research with focus groyps modify an existing scale, the Affectometer
2 (Kammann and Flett, 1983psychometric validation of the Affectometefd? the

UK population hadpreviouslyrevealed several limitations, i.e. response bias and
overly high internal consistency, indicating items were duplicated, (Tertaait
(2006) The groupaddressedhese shortcomings by removing items which were
negatively focused or hard to understand and adding in those concepts which were felt
to be missing.

WEMWBS is a measure of mental wellbethgtfocuses solely on the positive aspects

of mental health anig$ unlikely to showceiling effecs. It encompasses positive affect

(feelings of optimism, cheerfulness and relaxation), satisfying interpersonal
relationships and positive functioning (energy, clear thinkieglf-acceptance

personal development, compate and autonomyi}.is a shortselfassessmerscale

with 14 items; all worded positively and answered in the timeframe of the last two
weeks on a5 pointscaiedo None of the ti mebo, ORarelybo,
and O0AIl | .Rebponssga® scoredri®,despectively and added together to

give a wellbeing score. The minimum score is therefore 14 and the maximum score is

70. A higher WEMWABS score then indicates a higher level of mental wellbeing.

WEMWBS has good psychometric datasted on student and a normal populaion
withaCr o n b daf Gi&is the student sample, and 0.91 in the population sample
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(Tennantet al. 2007) The authors suggest, however, that there may be redundant

questions and therefore the scale may intieré be shortened.

The WEMWABS correlates well with other measures of affect or wellbeem@ositive

and Negative Affect Scale (PANASPA r =71 ,n=63, NA r=-.54, Scale of
Psychological Wellbeing (SPWB)=.74 n=63, WHO Wellbeing Index (WHGEb):
r=.77,n=79 and life satisfaction scales, i®atisfaction With Life Scale (SWLS)
r=.73 n=79 and Global Life &tisfaction(GLS) r=.53 n=79, and the Emotional
IntelligenceScale (EIS): r=.48, n=67, indicating good external validitt®¢VEMWBS

has not beereported to suffer from floor or ceiling effects in studi€ennentet al.

2007) Additionally, a recenimetaanalysisof studies (including data from this study)
using WEMWBS has shown thttis scale is sensitive to changesa wide range of
mental hedh promotion interventions, at both individual and group level
(Maheswararet al.2012. The WEMWABS scale was selected for the current study as

it has been developed to evaluate mental health initiatives in the UK, and at the time
of choice was being used as an evaluation tool for Positive Mental Training in another

study in the UK(personatommunication Sandwell PCZ008)

3.4.2.5The Freiburg Mindfulness Inventory (FMbee Appendix 1.7)

The Freiburg Mindfulness Inventory (FMI) was developed to capture a broader
conceptualisation of mindfulness than other similar so@ésachet al. 2006) and

was chosen for this study as it bestefitt he r esearcherés conc
mindfulness and the attributes that Positive Mental Training may infludineeFMI

captures attention and awareness, as does the Mindfulness and Attention Scale
(MAAS) (Brown & Ryan, 2003) but also includes assessment of a-jugigmental

and accepting attitude. The Kentucky Inventory of Mindfulness Scale (K(Btr,

2004) also captureshese elements, but was rejected as it is considerably longer,

having 39 items.

The FMI is available in the full form with 30 items and a short form with 14 items.

The original longer item scale was developed from expert interviews and an extensive
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literature review and resulted enpsychometrically sound 30 item scale, with an

i nternal consi st encyThie $caleCva®pablb o ddmorstrate | p h a
change in mindfulness in people attending mindfulness meditation regineatd5,
p<.001) Applying this scale to a general population, i.e. those without meditation
experience, some items emerged, which leddhe reliability of the scale. On
removal of these items a shoreliscale consisting of 14 items emergédis 14 item
scale had good inteal consistency when tested with the medits and a clinical
sampleCr o n b @=c.86))tke general populatioB f o n b E@=c.#9)arsl a mixed
samplgC r o n b @=c86)dTke short version strongly correlateh the full version

(r = .95,n = 246 Walachet al, 2006) Component analysis of both the full and
shortened scales indicated that the scalesrademensional

External validity has beedemonstrated with positive correlations with t8elf
Awarenesfuestionnaire (SAMseli-knowledgesubsetr =.55,n = 129) and years of
experience of mediatiom = .28, n =129. Negative correlations were demonstrated
with the Questionnaire of Dissociative Symptoms (FEDS).31, n = 129, and a
clinical measure of psychological distrg§4 907 symptom checklist)r = -.40,n =
246 (Walachet al.2006)

The shorter 14 item version was chosen for this study as it has also been found to be
psychometrically robust in normal and clinical populatiagentifying asignificantly
different mindfulness scorbéetween these populationiBhe short version has been
developed for a nemeditating population and so is intended to be easy to understand.
The 14 items are positively phrased aatdkdon a4 pointscalel rarely, occasionally,

fairly oftenandalmost alwayson atimescaleohe6 | a st fineendeddcecgptui@
the Ostated a sResponses argcorech ili M despedtivelg, svish the
exception of item 13 which was a reversed item and so this item was recbded

4, 2 into 3, 3 into 2 and 4 into All items ae thensummed to give a total FMI

mindfulness scorganging 174 53; a higher score indicating greater mindfulness
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3.5 Analytical Plan

3.5.1 Independent Statistician

The CI created the SPSS template for the independent statistician who then created a

locked dataset for analysis by the CI.

3.5.2 Analytical Process

The statistical packag&PSS 1and Satal3 wereused to run the analyses.

The data was firstly explored for quality by looking at outliers and missing Taga.
data was then investigated to see if assumptionsoomality were met and if
parametric analysisvas appropriateControl and intervention group demographics
were compared at baseline to estabisithere was no statistical differembetween

the goups at the start

3.5.3 Hypothesis Testing

Each hypothesis was tested udiing appropriate statistical tesbngitudinal analysis

using a mixed model, multevel linear approach was adopted for hypothesis 1 and 2.
Using Sata 13, a panel design was emydal to run arandom effects maximum
likelihood regression model, with the outcome variable as defined by hypothesis e.g.
wellbeing time and listening as théme variantfixed effect predictors, and gender,
group, age, place of work, and hours of workrasdom effect (time invarian}
variablesAs a random effestmodel| unobserved effects of the individual and of the
fixed effects were also factored in, along with the residual, and unobserved error of
this. A purely fixed effects approach does not take account of time constant variables,
i.e. variables that do not changgh time, which in this study were gender, group, age
(over the study periogdplace of work and fulitime or paritime work (hours of work).

Time and listening were added into the model as a time variant predictors of the

outcome variable.
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Analysis d covarianc ANCOVAS) was used for crossectional analysis at each time
point, to answer hypbesis 3SPSS 19 was used, with the outcome variable baseline

measuras the covariate and group as the fixed factor.
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4 wS & dzZA{ HdzR2F ™

4.1 Data Collection

100 participants entered the stud@utcome questionnaireath was collected at
baseline (week 0), week 4, week 12 and weekTkeé flowchart belowFgure 4.1,
Flowchart of numbers of participants$tudy 1,llustrates theaumber of participants

at each stage.

Additionally, listening information was collected as an indication of adherence to the
suggested listening utine of the audio programmd&articipants recorded the amount
they listened teeachCD on adistening diay6 pr i nted on the CD
returned along with the CD1 at 4 weeks, CD2 at 8 weeks and CD3 at 12 weeks.

Table4:1 Pattern of Data Collectioghows the pattern of data collection in detail over
the study period, along with whether the partcifs completedrgy listening diary
information.Overall full outcome questionnaire data was collected for 33 participants
(although 3 did not comete any listening information26 participants completed the
outcome questionnaires at week 0 only, 1 piaditt only supplied data at week 26

and 41 participants completed questionnaires at two or three data collection times.

Table4:1 Pattern of Data Collection showing number of participants who completed
guestionnaires in the weeks indicated, plus listening diary information

No of participants returning questionnairesd listening diarieat time points
Total
returned Listening diary completec Listening diary not complete
all four times 33 30 3
Baseline only 26 2 24
baseline + 4 week only 11 10 1
Baseline + 12week onh 2 2 0
Baseline + 26 week onh 7 1 6
Baseline + 4+ 12 week: 2 2 0
Baseline + 4+ 26 week: 4 4 0
Baseline + 12+ 26 week 12 4 8
4+ 12 + 26 weeks 1 0 1
12 + 26 weeks 1 1 0
26 week only 1 1 0
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Enrolment

Allocation

Follow up

Analysis

0 weeks

4 weeks

12 weeks

26 weeks

Access to Intranet and posters

[n=19801

!

Letters on Desky RAn = 800]
Letters distributed by managers £ 1180]

A 4

Employee enters study
[n=112]

v

Initial Appointment
Baseline forms
[n= 1061

v

Excludedt = 0]

—» | Withdrew [n = 6]

No return of forms

EEE— [n: 6]

Random Allocation to Groups

[n=100]

i

W

Music Relaxation Training
Control group[n = 51]

Verbal Relaxation Training
Intervention group[n = 49]

v

v

Returned postal
guestionnaires fi = 26]
Withdrew [n = 6]
Non returns h = 19]

Returned postal
questionnaires p = 24]
Withdrew [n = 4]
Non returns h = 21]

v

v

Returned postal
questionnaires f = 27]
Withdrew [n = 1]
Non returns [n = 17]

Returned postal
guestionnaires p = 25]
Withdrew [n= 1]
Non returns h = 19]

|

|

Returned postal
questionnaires p = 28]
Nonreturns [n = 16]

Returned postal
guestionnaires p = 31]
Non returns h = 13]

|

A\ 4

Analysis

Analysis

Figure4.1 Flowchart of numbers of participants iStudy 1
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4.2 Demographics of Participants

89

69% of partiagpants were women, and 31% mdine distribution within the control

and intervention groupsag similar.Table4:2 detailsparticipant demographicse.

distribution of age, sex and full or part tiramploymentwithin the two groupsBox

plots of these data can be seemppendix 2.1 Statistical tests, eith@ndependent t

test(t) or chi squared tesc®) confirmedthatthere were no significant differences

between the groupsn any study variablat baselingindicating tha randomisation

was successfullhe pattern of attrition is described laterTiable 4:3 Number and

Percentage of Missing Variable Datand shows that missing data was not related to

group allocatn.

Table4:2 Table of demographics for control and intervention groups

Control (n=51)

Intervention (n=49)

Significance

Age¢ mean years

43 (SD 9.14)

42 (SD 9.82)

t(98)=.71,p = .479,

ns

Agec range in years

26¢ 58

25¢ 65

% of participants
Female

Male

68.6% I =35)
31.4% (=16)

69.4% (=34)
30.6% (=15)

.2(1) =.007 p=1.00,

ns

Full time work
Part time work

Missing data

78.4% (=40)
19.6% (=10)
2% (1= 1)

87.8% (=43)
12.2% (=6)
0%

.%(1)=1.098,p=.414,

ns

4.2.1 Place of Work

Participants were asked to record their place of workFagnate4:2 Barchart of place

of work of participantsshows the results of this, displayed for both control and

89
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intervention groups. From this barchart @ncbe seen that both groups had a similar

participantdistribution of placef work.

Group allocation
25— M control
intervention
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Figure4:2 Barchart of place of work of participants in the control and intervention groups

4.3 Missing data

Missing data is summarised in the pie charts below, which show that; 32 of the 46
variables had some data missing; 30 of theigpants had complete data sets, and

overall just over 31% of data values were missing.
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Overall Summary of Missing Values

] Complete Data
B Incomplete Data

Variables Cases Values

Fgure 4:3 Summary of missing data indicating the number and % missing of variables, cases
(participants) and items (values) in the dataset

Missing data came about for the following reasa@mnsgle item scores missing from
individual questionnaires; participandm return of questionnaires; and participant
withdrawal. The latter two reasons were the most dominant and numbers for these can

be seen on the flowchaRigure4:1 Flowchart of numbers of participants$tudy 1

How missing data is treated has consequences for the statistical analysis. Missing
data could represent:

1 Everyone stayed the same i.e. no change from baseline
1 Everyone changed frotmaseline

1 Some participants changed and some did not, through perhaps an aspect of

the study, such as the amount listened or group.

9 Lost questionnaires

Missing data can be categorised into 3 different types of missingn®SAR
(missing completely at randn, i.e. the missing values are not related to the variables
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being collected), MAR (missing at random, i.e. missingness on one variable is
correlated to other measured variables in the study) and MNAR (missing not at

random, i.e. missingness is directlyated to the variable that is missing).

4.3.1 Missing Data at Baseline

Table4:4 Variable Data: Number, missing casgsentral tendencies and distribution
at baseline, week §hows the number of missing entries (cases) at week 0 (baseline)
for each questionnaire, witicwith the exception of the Maslach Burnout Inventory:

Emotional Exhaustion variable at 7%, fell on or below 5% of the total responses.

There are a number of ways missing data can be dealt with. It is considered acceptable
practice in a RCT to replaceissing cases at baseline with the m¢d#hite &
Thompsm, 2005) Imputation with the mean is ordinarily not considered advisable
due to the probable underestimating of variance and dilution of associations. However,
as this was a randomised trial, baseline measures can be considered as independent of
treatent groupLittle's MCAR test (Little, 1988Wwas carried out on the baselid&ta
andresulted in a chsquare =28.304(df = 41; p=.934), which indicatedhat the data
wasindeed missing at randofne. no identifiable pattern existito the missing data)

60 Mi s s i n g n ewas unrelatéd toaanothar value amdikely to affect inference
(Bartlett, 2011b) and therefore imputing means could be usednissing baseline
measuresAdditionally the %of missing data at baseline wasv, andField suggests

that with 5%missing data it is reasonaltitereplace this with the medhield, 2009)
Accordingly, it was considered that because, alldng (which had just over 5%) of

the variables had 5% or less missing, that it was within the accepted tradition to replace
these missing values at week 0 with sanmpéan values

4.3.2 Missing Data at Follow Up

Missing data at follow up was more problemai the extent of missing data was
much greater. As documented in tt@vchart Figure4:1 Flowchart of numbers of
participants inStudy 1 there were many questionnaires not returned at the weeks 4,

12 and 26, resulting iapproximately 50% of data missingongitudinal missing data
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was further explored for missingness and is displayed in the table bedbve, 4.3

This slows that the missg data was evenly distributed by group and gender and the
pattern was that of complete questionnaires missing, with only the occasional
indi vidual missing item s-significant,®42i1.260,1 eds t
(df =2750,p=.1), meaning thate study data was MCAR.
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Table4:3 Number and Percentage of Missing Variable Data at weeks 4, 12 and 26 showing distribution by group and gender

4 weeks 12 weeks 26 weeks
Group Gender missing Variables missing  missing Variables missing missing Variables missing
no % no % no %
control F 18 51 all outcome variables 20 57 all outcome variables 18 51 all outcome variables
1 3 DASS A, DASS only 1 3 MBILEX,WEMWBSonly 1 3 DASS S, DASS only
14 40 Listening variable 14 40 Listening variable 14 40 Listening variable
M 7 41 all outcome variables 4 25 all outcome variables 5 31 all outcome variables
1 6 FMlonly
5 31 Listening variable 4 25 Listening variable 4 25 Listening variable
PMT F 17 50 alloutcome variables 17 50 all outcome variables 12 35 all outcome variables
1 3 DASSALL, WEMWBS o
12 35 Listening variable 11 32 Listening variable 11 32 Listening variable
M 8 53 all outcome variables 8 53 alloutcome variables 6 40 all outcome variables
1 3 FMlonly 1 3 FMlonly
53 Listening variable 8 53 Listening variable 8 53 Listening variable

DASSDepressionAnxiety & Stress Scale; DASSDApressionAnxiety &Stress Scale: Anxiety subscBIASS 8&stress subscale
MBI_EX; Maslach Burnout Inventory: Exhaustion scale; WEMWB&wick & Edinburgh Mental Health Wellbeing Scale
FMI¢ Freiburg Mindfulness Inventory
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The fact that the data is MCAR implies that complete case analysis will reflect a non

bi ased sample and therefore indicate o6tr |
case analysis is the reduction in powae to the smaller sample siZecording b J

Bartlett (Bartlett, 2011aparticipants with baseline, but witbllow-up datamissing

do not contribute information about the treatment effect, and so excloaitigpants

with missing followup, ismost likelythe best approach

Many researchers will impute missing data in a number of ways to allow analysis of
all those who entered into the study. There are many approaches to imputing missing
data and it is generally recognised that with missing data above 5% it is better to use
methods other than single imputation approaches, such as multiple imputatiom (MI) o
maximum likelihood (ML)(Baraldi & Enders 2010).MI creates multiple datasets,

which are analysed and different parameter estimates and errors created which are then
pooled into a single result. ML uses a different technique whereby all the datd is use

to create population parameter values with the best ehainproducing the sample

data. This is achieved through a mathematical function (log likelihood) which
estimates the minimum distance between observed data points and parameter means.
Of the simle imputation methods hot decking is thought to be one of the better
techniques. This technique matches 6don

gender and age, to provide data for those missing cases.

These 3 techniques were investigated each were found to have their limitations.

The hot decking did not impute a full dataset (betweeri®® complete), which was
thought to be due to the smal/l dataset a
The ML techniques generated non real valngke imputed questionnaires, i.e. minus

scores in the questionnaires and the MI technique was limited by the statistical package

being employed (SPSS did not pool the results).

As was demonstrated here and is widely recognised there is no ideal vayyoig

out missing data imputation, each has its problems and statistical limitations, and
therefore CONSORT guidelines no longer ask for intention to treat ang@g$isk et

al., 2010) Rather it is preferable to be clear about who is included in each analysis.
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4.3.3 PerProtocol

Another consideration for analysis was that of protocol deviations, i.e. not listening to

the CDs. In the complete case analysis all paditip were included regardless of
adherence to the protocol (the intentiot r e a t approach). Howev
intentionto-t r eat 6 or a O6per protocol & approach
adequately adhere to the protocol, i.e. thosewhaidddt r ecei ve a oO6def i
amount of the interventiono. I n this st
listening to the programme a minimum of 20 times over the 12 week period. This type

of analysis is a nenandomised, observational comparisomnbers for analysis in

this manner using completers were very low (n=14) and considered to be too small for

useful comparison.

4.3.4 Analytical Procedure Adopted

Accordingly then, analysis was carried out with the existing dataset without imputation
for missirg follow up data, in accordance with J Bartl@artlett, 2011ajnentoned
previously. Therefore the main longitudinal analysis employed a-teuti linear

panel design which had the advantage of including all data within the analysis, using
the statistical package Stata 13.

Additional analysis was carried out using ANC@®\nalysis, with SPSS for cross
sectional data analysis. This type of analysis only included those participants who
returned questionnaires at all 4 time points, i.e. completers analysis, and therefore due
to the extent of missing data, this resulted w taumbers being analysed, e.g. n = 23,

but was adopted to establish the validity of hypothesis 4.
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4.4 Variables

There wee five outcome questionnaires, twbwhich had subscales, which made a
total of ten outcome variablesTable 4.4 Variable Data: Number, missing casges
central tendencies and distribution at baseline, wekdtalls key variable data at
baseline, week 0. These variables were explored for assumptiomsrodlity, ie.
normal distribution and homogeneity of varianaich is detailed below withithe
text of each of the individual variable subsectionthe® assumptions of pametric
tests i.e. independenemdinterval data were met; i.e. the questionnaires \aéirat
interval level of measurement and as the questionnaires were skeatparticqpants

homes it wasissumed that scoresreindependent of other participants.

As the hypotheses were comparisohsontroland interventionRMT) groups, these
subgroups and their properties were also investigated for normality to ascertain the

appr@riate statistical tests to use.
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Table4:4 Variable Data: Number, missing cagesentral tendencies and distribution at baseline, week 0

98

Variable Number Missing* Mean [SD] Median Mode  Skew  Kurtosis Range [miamax]
ggg‘gffg idso”[ggﬂ:gge Seale o7 3 [255.;596? 26 26  -0.14 049  33[740]
'\E/'frf;i‘:t‘ifn“;r;%itcg‘l‘ée[rl\'ﬂtg&x] 93 7 [21'?7] 2.6 26 025 -086 54[0.25.6]
Maslach Bur_nout Inventory: 4.23
Personal Efficacy subscale 96 4 [1.0] 4.33 5.17 -0.41 -0.60 4.17[1.836.0]
[MBI_PE]

Cynidom aubscale Bl &v] % 5 g 18 06 073 016  6[0]
e eSSl g o 9% 7 2 oo o1 wow
e eSSy 5 3% 4 o i iw  spm
gﬁg;isssfj%”s’cggi:gsg_‘;”ess SCa gg 4 [19%50‘; 14 8 162 1.93  40[040]
?ggless:ci)?g’[Sz)ggti’%?;ress 562 g6 5 ?213;.4756] 24 14 053 034  104[0-104]
wiﬁﬁieﬁﬁgEg?ﬁff’vUEMWZ'S] 96 4 ?8458533 435 40 063 045  40[27-67]
I[:Fr'(;:-/:ﬁurg Mindfulness Inventory 97 3 ?7%673] 34 27 0.2 -0.39 35 [1954]

*Number of baseline cases missing in the database. These were later imputed with the mean, as described in Section 4.4.1
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Table4:5 Control and Intervention PMT) Groups Outcome Variable Data at baseline, showing number, central tendenaies distribution data

99

Variable Group no Mean(se) Median Range skew se Z kurtosis se Z
CDRISC control 51  25.45(0.79) 26 7-36 -0.51 0.33 -1.52 1.01 0.66 1.53
CDRIS®MT 49  26.55 (.76) 26 17-40 0.35 0.34 1.02 -0.16 0.67 -0.23
MBI_EX control 51 2.97(.76) 3 0.45.6 0.13 0.33 0.38 -0.90 0.66 -1.38
MBI_EXPMT 49  2.37(.20) 2.6 0.2-5.6 0.44 0.34 1.29 -0.27 0.67 -0.41
MBI_PE control 51 4.16 (.14) 4.16 1.83.17 -0.23 0.33 -0.69 -0.50 0.66 -0.77
MBI_PEPMT 49  4.30(.13) 4.33 2.175.67 -0.63 0.34 -1.86 -0.32 0.67 -0.48
MBI_CY control 51  1.98(.20) 1.8 0-6.0 0.70 0.33 2.09 0.07 0.66 0.11
MBI_CYMT 49  1.90(.15) 1.94 0.45.0 0.73 0.34 2.15 0.18 0.67 0.27
DASS_D control 51 10.93 (1.34) 9.7 0-34 0.80 0.33 2.39 -0.26 0.66 -0.40
DASS_PMT 49 8.60 (B) 6 8.6-1.17 1.06 0.34 3.11 0.22 0.67 0.33
DASS_A control 51 6.9(1.11) 4 0-32 1.61 0.33 4.83 2.24 0.66 3.42
DASS_RMT 49  6.17(1.23) 2 0-32 1.75 0.34 5.13 2.31 0.67 3.46
DASS_S control 51 16.88 (1.32) 16 0-40 0.27 0.33 0.80 -0.47 0.66 -0.72
DASS BMT 49  14.14(1.32) 12 0-40 0.88 0.34 2.58 0.52 0.67 0.78
DASS_TOT control 51 34.72(3.30) 315 0-104 0.95 0.33 2.85 0.71 0.66 1.08
DASS_TCAMT 49  28.91(3.31) 20 2-94 1.09 0.34 3.21 0.42 0.67 0.63
WEMWABS control 51  43.76(1.08) 42 27-66 0.47 0.33 1.41 0.63 0.66 0.96
WEMWB®MT 49 45.95(1.23) 45 32-67 0.74 0.34 2.17 0.46 0.67 0.69
FMI control 51  33.85(1.08) 33 1952 0.07 0.33 0.22 -0.45 0.66 -0.69
FMIPMT 49 35.57 (1.04) 35 2354 0.44 0.34 1.29 -0.22 0.67 -0.34
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4.4.1 Outliers

Boxplots were plotted for each variable émntrol and interventiorPMT) group, split

by gender, to determine outliers, and these can be seen Appleadix 2.2 These

were checked for obvious mistakes in data eaiy none were foun@utliers were
identified in severalariables (ie. MBI_EX both groupsMBI_CY PMT group,
DASS D PMT, DASS A both groups,DASS TOT PMT and WEMWBS both
groups, FMIPMT) andafter investigationit wasdecided to keep these values in the
dataset as their transformation, replacement or removal had little effect on the variable

skew or kurtosis.

4.5 VariableTests of Normality

Tests of normality for all variables, total sample and spiitording to control or
intervention PMT) group were carried ouwising the Kolmogorossmirnov (K-S) test

(see Appendix 2.3and z score¢Table 4.5Control and Intervention (PMT) Groups
Outcome Variable Data at baselin&ignificant results in thesaormality tests
however do not necessarily mean that deviations are sufficient to bias the statistical
testsusedand these tests are used in conjunct.i
judgementField (2009 p. 139) gives an absolute value of 1.%%@e which & score
indicates statistical significant at th&0.05 level, and a score above 2.58 indicates
significance ap<0.01 level.Group size was moderately large (51 or 49) and so may
account for a smaflifference becoming significant and whehés is the case Field
suggests using the 2.58 criteria to determine non normal distriblitwas decided

to accept on-normal distribution wherboth the K-S test andz scores indicated a
significant difference to normaResults are tableth the Appendix 2.3andTable 4.5
Control and Intervention (PMT) Groups Outcome Variable Data at basalire

considered under each variable below.
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4.5.1 ConnorDavidson Resilience Scale [CDRISC]

Visual inspection of the histogranas shown below irFigure 4:4Histogram of
CDRISC scores at baselirmuggestd that the data is normally distributed. Analysis

of zscores from skew and kurtosis statistics supguolihis (Appendix 2.3.

The meanCDRISC score is 25.995D 5.5 rangirg between7 and 40. This falls
within the mean reported by Campbdilills of 27.21 (SD 5.84) for a normal student
population(CampbelSills & Stein, 2007)

CDRISC_0

Mean =25.99

- Std. Dev. =5.557
N=97
15+

O

T T T T T T
0.00 10.00 20.00 30.00 40.00 50.00
CDRISC_0

Frequency

Figure4:4 Histogram of CDRISC scores at baseline (week 0)

Analysis of the baseline CDRISC scores split by controliatetvention group also
showed that these groups were normally distrib($éee Table 4.4and analysis by
independent t test showed these groups were not significantly diff€38ht -1.01,

p>. 05. Leveneds tansignifichnt denotigavariarzces overaotv a s
significantly differen between the two groupBigure 4.5Histograms of th€ DRISC

scores, below illustratesticeo nt r o | and intervention grou
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Histogram Histogram

for pmt= 1.00 for pmt=.00

Wean =26.55 = Mean =25 45
Stel. Dev, =5.311 Std. Dev,=5.622
W =49 =51

Frequency
-
o
1
Frequency

I I Im

ot T f } U T
1500 2000 2500 000 00 4000 500 1000 1500 2000 2500 3000 3500
CDRISC_0 CDRISC 0

Figure4:5 Histograms of CDBIC scoresn the control (pmt=0) and intervention (pmt=1) groups.

4.5.2 Maslach Burnout Inventory [MBI]

The Maslach Burnout irentory consists of 3 subscaldsxhaustion (MBI_EX),
Personal Eicacy (MBI_PE)andCynicism(MBI_CY). Theexhaustion andynicism
scales are positively correlated with burnout and pkesonal efficacyscale is
negatively correlated with burnout.

4.5.2.1Exhaustionscale

Visual ingection of the data at baseljras shown belown Figure4:6, perhaps gives
some concern as to the distribution of the data, however there was only one mode and
analysis of the skew and kurtosis statistiscores indicated that these were not

significantly different to normal distribution.

3
|
4

Frequency

9q

/|

MBI Exhaustion score

Figure4.6: Histogram of Maslach Burnout Inventory: Exhaustion Scale scores at baseline (week 0)
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The mean, 2.68 (SD 1.47), falls within other population means reported from differing
populations which range from 1.28 (SD 1.08) Dutch rural workerso® (&SD 1.38)
Canadian nursedIBI Exhaustion scores have been categoffised North American
samples to have an average range of 2.8119.(Maslachet al, 1996) Frequency
tables showedhat 30% of participants fell above the highatue of these average
scores (i.e. over 3.20) meaning 30% of study participants had above average

exhaustion, slightly higher than other normative samples.

Figure4:7 Histograms of MBI Exhaustion scordselow, illustrates the distribution of

both groupsg¢ontrol and interventigrfor this varable.

pmt: 1.00

Frequency
3
it

Frequency
<
a

;

»
o

o T T T T T
0.00 1.00 2.00 3.00 400 5.00 6.00 "—rﬂ_‘
0.0

T T T T
0.00 1.00 2.00 3.00 4.00 5.00 6.00

Control Group MBIExhaustion Scale Intervention Group MBI Exhaustion Scale

Figure4.7 Histograms of MBI Exhaustion scorés the control (pmt=0) and intervention (pmt=1)
groups at baseline

Consideration of normality tests indicated normal distribution, (applying a critical

score value of 2.58).

Leveneods test rfoto significasat,r der@oting evariamcass weneot
significantly difference between the two group®wever omparison on independent
means by t test showed there was a significant difference betiaeegroupst(98) =
2.14,p<.05 and this was taken into account in analysis by controlling for baseline

Scoes.
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4.5.2.2Personal Efficacy scale

Visual inspection of the data at baselisrown belowFigure 48 Histogram of MBI
Personal Efficacy scores at baseliseggests normal distribution, with a slight
negative skewAnalysis of the skewtatistic indicates that this is not significant, and

similarly with the kurtosis statistic.

MBI_PE_0

207

A

Mean =4.23
Std. Dev. =0.995
N=96

Frequency

1.00 2.00 3.00 4.00 5.00 6.00 7.00
MBI_PE_0

Figure4:8 Histogram of MBI Personal Efficacy scores at baseline (week 0)

The mean score is 4.23 (SD 0.99%id falls within sample means from other studies
from differing populations which range from 4.14 (SD 0.96) in Dutch civil servants to
4.86 (SD 0.94) in Dutch rural workers and an average range ofi 4049 from a

north American sampl@Maslachet al, 1996) Frequency tabke showed tha25% of
participants éll above the higher end of the average range of a north American sample

(over 5.00, meaning our sample is similar to other normative samples.

Analysis of baselin®ersonal Efficacgcores split by control and intervention group

also showed that these greupvere normally distributed and comparison of
independent means by t test showed there was a no significant difference between the
groups,t(98)=-.73,p>.05.Levene 6 s t e st ndfsignificant,adenotiagr c e we

variances wereaot significantly differace between the two groups.
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Mean =4.30
Std. Dev. =0.937
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Figure4:9 Histograms of MBPersonal Efficacy scores in the control (pmt=0) and intervention
(pmt=1) groups.

4.5.2.3Cynicism scale

Visual inspection of the data bhaseline displayed below-igure 410 Histogram of
MBI Cynicism scores at baselinguggests normal distribution, with positive skew
Consideration of th&urtosisand skewstatisticandthe K-S statisticindicated that

distribution was normal.

MBI_CY_0

Mean =1.94
Std. Dev. =1.294
N =95

Frequency

| n

o T T T
0.00 2.00 4.00 6.00

MBI_CY_0

Figure4:10 Histogram of MBI Cynicism scores at baseline

The mean was 1.94 (SD 1.29) which falls within an average range from a north
American sample (1.0i12.19) but is higher than other sample means reportedhw
range from 1.39 (SD 1.02) in Dutch rural workers to 1.92 (SD lrB®anadian
clerical workers (Maslachet al, 1996) Fequency distributiorshowed36% of

participantshad higher cynicism levels than tNerth American normative samples.
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Cynicismscores splicontrol and intervention grougisoindicated the groups were
normally distributed. Comparison gfoupmeanspy independenttest showed there
was a no significant difference between the grot(p8) =-.33,p>.05.Levene 6 s
for variance wasoat significant, denoting variances warmet significantly difference

between the two groups.

MBI_CY_0 MBI_CY_0

pmt: .00 pmt: 1.00

o
aq [y
4
P
P
T T T T T T
0.00 1.00 0 3.00 4.00 5.00 6.00

0.00 200 4.00 6‘)0 2.
MBI_CY_0 MBI_CY_0

Figure4:11 Histograms of MBI Cynicism scores in the control (pmt=0) and intervention (pmt=1)
groups.
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4.5.3 Depression Anxiety and Stress ScHIASS]

The DASS scale has 3 subscaleBepression [DASS_D], Anxiety [DASS_A] &

Stress [DASS_S] and can also be used as a single item overall score [ABS

4.5.3.1DASDepression subscaldASS D]

Visual inspection of the data at basejiflestrated bw in Figure4.12Histogram of
Depressiorscores at baselinsuggests strongly positively skewed data which analysis
of z score found to be significantly different to normak.001). The Kolmogorov
Smirnov testD (95) = 0.18p < .001,(Appendix 2.3)onfirmed that the data deviated

significantly from a normal distribution.
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DASS_D_0
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— Std. Dev. =9.147
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~
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Figure4:12 Histogram ofDepressiorscores at baseline (week 0)

The mean scoravas 9.79 (SD 9.15). As the distuition is positively skewed the
medianmay be more helpful and this wasThese scores lie above values reported by
Crawford (Crawford, 20@), of a mean of 5.55 (SD 7.48)nda median of 3 for a
general UK adulipopulation.However the values found in this study are more in
keeping with those reported by Loviboridr an Australian student population
(Lovibond & Lovibond, 1995pf a mean of 6.34 (SD 6.97) andthin a normal rage

for DASSDepressiorof 01 9. DASSDepressiorscores represemiild depression
when 1071 13, moderate depression if 1420, severe depressiomhen?21- 27 and

extremely severe depressifan score28+.

Frequencydistributionshowed that 606 were within the normal rang24% of our

study participntswere mildi moderate depresseahd 16% were severely depressed.

Visual inspection of Figure 4.18istograns of theDASS Depressionintervention
(pmt=1) and control(pmt=0) groups areshown below, and it can be seen ttisd
distribution is nomormd. Analysis of these byoth the z scores and-& test
confirmed a nomormal distribution for these groups. Transformations (natural log,
reciprocal) wee explored to correct this Qwwerenotfound to produce more normal
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distributed datas demonstratdaly the Ki S test Non-parametric tests were therefore
used with this variable.

Comparison of independent means was carried out byldmerWhitney test, a non
parametric test for independent groups, and results showed there wasiinastgn
differenee between DAS®epressioncontrol & interventiongroupsat baseline,
U=1066.00z=-1.11,ns

Histogram Histogram

for pmt=.00

for pmt=1.00

o -
I 2
w fr

50

s
25
o t t T ‘ T T T T
000 10.00 2000 3000 000 s 2000 2500 3000

X 10.00 15.00
DASS_D_0 DASS_D_0

Figure4:13 Histograms ofdepressionscores in the control (pmt=0) and intervention (pmt=1)
groups.

4.5.3.2DASANxiety subscale [DASS_A]

Visual inspection of the data at baseline, showRigure 414 Histogram of DASS
Anxiety scores at baselingelow, suggested strorygpositively skewed data, which
analysis of the skew data supportecp<.001). The Kkurtosis statistic was also
significantly negatively §<.001). The KolmogorovSmirnov test confirmed that the
data deviates significantly from norm{@ppendix 3.2} D(95) = 0.24p<.001.
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DASS_A_0
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N=97
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Figure4:14 Histogram of DAS8nxiety scores at baseline (week 0)

The mean DASS anxiety score was 6.56 (SD 8.37). As the distribution is positively
skewed the median may be morepfiel and this was 4. Similar to the DASEBabove

these are above those values reported by Cra@edvford, 2003pf a mean of 3.56

(SD 5.39), and a median of 2 foiganeral UK adulpopulation The values in this
study are more similar to those reported by Lovibdmdan Australian student
population(Lovibond and Lovibond, 1995f a mean DAS3\nxiety of 4.70 (SD
4.91) and anormalrange for DASSAnxiety is 07 7, mild anxiety8 - 9, moderate

anxiety10- 14 , severeanxietyl5- 19 and ex&mely severanxiety20+.

Frequencydistribution slowed that 74 % were within the normal range, 11% were

mild T moderate anxious and 15% were severely anxious.

Visual inspection of Figure 4.18istograms of the DAS3nxiety PMT and control
groups are shown below and it can be seen that the distribution isyomnal.
Analysis of these by both the z scores and Kest, confirmed a nemormal

distribution for these groups.
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Transformations (natural log, reciprocal) were exmlai@ correct this butwverenot
found to produce more normal distributed data as demonstrated byitheNon-

parametric tests were therefore used with this variable.

Comparison of independent means was caoigdy the ManiWhitney test, a non
paranetric test for independent groups, and results showed there was no significant
difference between DAS®Anxiety control & intervention groups at baseline,
U=1051.00z=-1.23,ns

Histogram Histogram

for pmt=_00 for pmt=1.00

Mean =6.92 S lean =6.17
St Dev. =7 911 e =i
st H=d5

Frequency
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| | 1 —l_‘_r_l—\
000 2000 3000 0.00 | 000 3000

1000 !
DASS_A 0 DASS_A 0

Figure4:15 Histograms of DASA&nxiety control (pmt=0) and intervention (pmt=1) group scores at
baseline (week Q)illustrating their nonnormal distribution

4.5.3.3DASSStress subscale [DASS_S]

Visual inspection of the data at baseline, as shoviAgare4:16 Histogram of Stress
(DASS_S) scores at weelb8low, siggested a bimodal distributiohhe skew statistic
is significantly non normgjp<.01). The KolmogorovSmirnov test confirmed that the

data deviated significantly from norm&l(95) = 0.13p<.001.
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Figure4:16 Histogram ofStress DASS scores at week 0

The mean was 15.54 (SD 9.60). Similarly with the other DASS subscales this is above
the values reported by Crawfof@rawford, 2003pf a mean of 9.27 (SD 8.04), for a
general UK adultpopulationand more in keeping witlthe Lovibond Australian
student population(Lovibond & Lovibond, 1995xeported values oi mean DASS
Stress of 10.1{SD 7.91) and a normal range for DAS8essis 01 14, mildstress

15- 18, moderatstressl9- 25, severstres6 - 33 and extremely sevestress34+.
Frequecy distributionshowed that 56.3 %f our study participant&ere within the
normalstress range32.2% were mild moderate stressednd11.5% were severely

stressed.

Histograms of the DASStressintervention and control groups are shown below
Figure 417. Analysis of these by both the z scores an8 kest, confirmed a nen
normal distribution for the intervention group. Transformations (natural log,
reciprocal) were explorei correct this bytwerenot found to produce more normal
distributed data as demonstrated by thHeSktest Non-parametric tests were tlefore

used with this variable for baseline analysis.

Comparison of independent ares was carried out by theah-Whitney test, a non

parametric test for independent groupsq aesults showed there was no significant
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difference between DASStresscontrol & intervention groups at baselj$g=998.00,
z=-1.59,ns
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for pmt-.00
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Frequency
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Figure4:17 Histograms of DASS Stresantrol (pmt=0) and intevention (pmt=1) group scores at
baseline (week O)llustrating their nornrnormal distribution

4.5.3.4DASS Total Score [DASS TOT]

Visual inspection ofigure4:18 Histogram of DASS totatcores at weekuggests a
normal distributbn with a slight positive skewAnalysis of the skew and kurtosis
statistic showed that the skew statistic is significantly non nofpxabDO01). The
Kolmogorov+Smirnov test confirmed that the data deviated sicgniitly from normal,
D(95) = 0.18p<.001.
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Figure4:18 Histogram of DASS totalcores at week 0
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The mean was 31.45 (SD 23.78% would be expected from the subscale scores this
fell above the CrawfordCrawford, 2003)scores ( mean of 18.38 (SD 18.82)), for a
general UK adulpopulation TheLovibond(Lovibond& Lovibond, 1995yeported
meanfor an Australian student populatiéor total DASSwas21.15 (SD 19.79)This
currents t u d y 6 totalhéaB &dhe frequencydistributionshowed that 5% of

participant scorewere dove the Lovibond reported mean.

Visual inspection of Figurd:19 Histograns of DASStotal control and intervention
group €ores at baseline (week,0s shown below and it can be seen that the
distribution is nomormal. Analysis of these by both the z scored &-S test
confirmed a nomormal distribution for both these groups. Transformations (natural
log, reciprocal) wee explored to correct this bmtere not found to produce more
normal distributed data as demonstrated by tfi& Kest Non-parametric tests were

therefore used with this variable.

Comparison of independemteans was carried out by the Mawhitney test, a non
parametric test for independent groups, and results showed there was no significant
difference between DASS_TO™Dutrol & PMT groups at baseliné)=980.00,z = -

1.71,ns
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Figure4:19 Histograrns of DASSotal control (pmt=0) and intervention (pmt=1) group scores at
baseline (week Q)illustrating their nonnormal distribution
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4.5.4 Warwick and Edinburgh Mental Wellbeing Sca]l¢/EMWBS]

Visual inspection of the data at baselswggests a normal distributioas shown in
Figure 4:20 Histogram of WEMWABS scores at baselitelow. The Kolmogorov
Smirnovtest indicated that thdata deviated significantly from a normal distribution,
D(96) = 0.10,p<.05. Howeverthe skew statistic &s only significantat thep<.05
level.
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Figure4:20 Histogram of WEMWABS scores at baselimeek=0

The mean score wal.83 (SD 8.35) (95% CI 43.1) which falls within the reported
population mean for WEMWBS of 5@95% CI 517 52) (Tennantet al. 2007),
although a lower overall mean suggesting our study population had lower levels of

wellbeing than the population norm.

Visual inspection of Figurd:21 Histograns of wellbeing control and intervention
group scores at baseline shown below and it can be seen that the distributioks
fairly normd. Analysis of these by both tlzescores and kS testsuggested aormal

distribution

Comparison of independent meaby t test showed there was a no significant
difference between the group8) =.1.35,p>.05.
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Figure4:21 Histograns of wellbeing control (pmt=0) and intervention (pmt=1) group scores at
baseline (week 0)

4.5.5 Freiburg Mindfulness Inventory [FMI]

Distribution, as shown ifrigure4.22 Histogram ofFMI scores at baselirieelow,was
found to be normal as can be seen from the z scothse skew and kurtosis statistics
and the Kolmogorossmirnov test confirmed that the data did not deviates

significantly from a normal distributionD(97)= 0.06 p>.05
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Figure4:22 Histogram ofFMIscores at baselineweek=0
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The mean score for the FMI was 34.69 (SD 7.63) which falls within the mean range
for a normal population as reported Walachet al( 2006)of 37.24 (SD 5.63).

Visual inspection ofigure 4:23 Histogram ofFMI control and intervention group
scores at baselings shown belowand it can beseen that tb distribution appears
normal. Analysis of these by both the z scores and Kest confirmedhormal
distributions Comparison of independent means by t test showed there was a no

significant difference between the grouff88) =.1.14,p>.05.
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Figure4:23 Histogram ofFMI control (pmt=0) and intervention (pmt=1) group scores at baseline
(week 0)

4.5.6 Summary Comparison of Variables at baseline

Normality testing was undertaken on each variablth the whole sample andhen

spit by intervention and control groupthese tests showed that all variables
resilience (CDRISC), Maslach Burnout Exhaustion (MBI_EX), CynicistBI(_ CY),
Personal EfficacyNIBI_PE), wellbeing WEMWBS) and mindfulness EMI) were
normally distributed. The DASS variables depression JASS D), anxiety
(DASS_A), stress DASS S, and DASS total score ASS_TOT) showed non
normal distributionTransformations were performed with the DASS variables but this
did notgive normally distributed datd herefore norparametric tests were used for
the DASS variables.
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The participants had been randomly assigned to eftaartervention or control group

and therefore no statistical differentetween the groupsvas expected. This was
confirmed by canparison of means by the appropriate statistical test; i.e. independent
t tests, for the normally distributed groups and M&vinitney test fomon-normally
distributed group, and with the exception of the ExhaushBi (EX) variable, there

was found to beno sgnificant difference between the control aRMT group at

baseline.

4.5.7 Normality Tests across time

Normality tests were carried out with the variables for control and intervention groups
at eachime point.These results are shownAppendix2.4 and confirm the normal
distribution of all variables at all other time points, with the exception of three of the
DASS variables(depression (DASS_D); anxiety (DASS; Aotal DASS score
(DASS_TOT)). These DASS variabk continuedto be significantly different to
normal and threforenonparametric tests are appropriate for these variables
stress DASS_9g variable normality tests showed this variable to be normally
distributed in both the control and intervemtigoups at week 4, 12 and Zkherefore

it was considered appropriate to use parametric tests for DASS_S

4.6 Engagement with the Conditions

To gauge individual engagement with the conditions, participants were asked to the
record the number of times thdigtened to each track, in a listening diafhis
information was collatedo form a new independent variapbl@hich therefore
represented the total number of times a participant had recorded listening to tracks on
CD1, CD2 and CD®ver the 12 week listémg period.

There are a number of limitations with this method of assessing engagevee@ino
above the fact that not all participants recorded listening inform&$ielftreported

behaviour by diary has been criticised as being subjeetitospection, and as such
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may be reflect bias or even falsification and therefore not represent an accurate record
of the even{(Stoneet al. 2002) Indeed completing diary reporty bbetrospectively

filling in the details (known as hoarding) was found to occur intiwals of cases in

one study Gable, Reis, & Elliot, 200 Study 2).However althoughtihas been
suggested that electrordeary recording maype more accuratepmparison of paper

and electronicdiaries has shown equivalent results (Greeral 2006) Therefore
results of engagement should be viewed withisé¢hmitationsalthough it is thought

that biases in recording dikely to bethe same in each group

Table4:6 Number of participants in both groups whaorled listening timedelow
detailsthe number of participants who completed and returned the listening diary for

each of the 3 CDs.

Table4:6 Number of participants in both groups who recorded listening times

Group Recorded Missing Total
N Percent N Percent N
control 32 62.70% 19 37.30% 51
PMT 29 59.20% 20 40.80% 49
control 23 45.10% 28 54.90% 51
PMT 22 4490% 27 55.10% 49
control 19 37.30% 32 62.70% 51

PMT 20 40.80% 29 59.20% 49

Recording listening CD

Recording listening CD

Recording listening CD

Normality tests were carried o(dppendix 2.5)and this variable was found to be
significantly different to normal distribution in both the control and intervention

groups,D (33) =0.26p< .05,D (30)71 0.36,p< .05, respectively.

The population pyramids belowFigure 4:24 Diagran illustrating the gender
difference in engagement with the programithestrates the differing distribution of
listening by gender. It can be seen that a much greater proportion of women did not
listen at all, or listened only a few times, aadalysigevealed that this difference was
significant,U = 593.5,z= 2.63,p<.01,r=.33.

These results suggests that women find it harder to engage with this type of

programme.
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Figure4:24 Diagram illustrating the gendedifference in engagement with the programme

Analysis, by a MamWhitney test, of gender by condition revealed that there was no
significant difference between the control and intervention group in gender
distribution and listeningU= 438.5,z=-.778, p>.05, r=.09. This indicated that the
differential pattern of listening in men and women was fecséd by allocation to
group. The table belowTable 4.7 Listening by gender & group showing mean,

confidence intervals and mediahsplaysmeans and medians

Table4:7 Listening by gender & group showing mean, confidence intervals and median

group Women Men

No of times listened No of times listened

mean Cl Median mean Cl Median
Control 25.14 14.37-35.91 19 47.41 25.7769.05 40
intervention 22.26 14.6329.89 20 40.14 13.2467.04 27
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4.7 Hypothesis Testing

The table belew Table4:8: Variable Meansfor PMT & Controlat each time point,
summarises the outcome data for each variable for the control groupa(@Ghe

intervention groupR®MT).

Table4:8: VariableMeans & Standard Deviationsfor PMT& Control (CG) at each time point,
reflecting the numbers used IANCOVAnalysis (excluding cases listwise colnt

time O time 1 Time 2 time 3
Measure goup N M SD M SD M SD M SD

Wellbeing CG 17 4293 7.46 4535 841 4694 689 4576 8.37
PMT 16 4488 785 4856 7.96 5344 7.83 4819 8.73
Mindfulness CG 17 3433 7.30 3582 8.15 3888 744 36.71 821
PMT 16 34.06 5.89 36.13 6.72 395 7.92 39.88 7.64
Resilience CG 17 25.89 4.07 26.89 423 26.06 490 26.33 6.01
PMT 16 26.38 4.96 26.69 459 2831 4.81 27.19 4.7
Depression CG 17 10.93 9.59 8.98 7.19 6.67 7.21 6.86 6.05
PMT 16 8.61 8.19 7.67 6.94 492 578 6.26 6.55
Anxiety CG 17 6.92 791 423 6.13 3.78 5.8 3.79 5.56
PMT 16 6.17 8.64 558 8.40 4.00 7.17 381 5.30
Stress CG 17 16.88 944 13.08 7.66 11.33 9.08 1089 7.59
PMT 16 14.14 9.27 1183 896 1096 854 961 7.53
Total DASS CG 17 34.72 2349 26.8 18.26 21.78 20.21 21.78 17.51
PMT 16 28.92 2321 25.08 21.52 20.00 18.11 19.68 15.82
Exhaustion CG 18 292 1.14 249 1.2 251 1.27 228 1.2
PMT 16 256 1.36 231 1.72 227 1.46 250 155
Cynicism CG 18 1.87 1.25 1.9 1.03 194 1.20 152 1.00
PMT 16 1.83 124 207 143 1.89 1.0 204 130
Efficacy CG 18 412 1.07 441 1.04 430 099 442 1.2
PMT 16 412 085 410 0.92 448 096 433 1.04
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4.8 Hypothesis 1

Positive Mental Training will improve wellbeing, resilience and mindfulness, relative
to controlswhere
1. Wellbeing will be measured using the Warwkakinburgh Mental
Wellbeing Scale (WEMWBS);

2. Resilience will be measured using the CorDavidon Resilience
Scale 10 (CERISC10) and

3. Mindfulness will be measured using the Freiburg Mindfulness

Inventory (FM).

To test this hypothesis it was decided to adopt a mixed maodéti-level linear
approach a hierarchical linear moderThis type of analytic design is appropriate for
longitudinal data and has a number of advantages over the traditional repeated measure
design in SPSS (Field 200Gayle D13).Due to the high % of missing data, it was
acknowledged that a limitation of SB&peted measure design was thawttd only

analysis those participants who had a complet@tdata at each time poiW/ith a

panel design, known as| o n g inevhiameathbtime point is given a row (as

opposed to a column) it is possibleatmalyse all data.

This type ofmodel can also take account of uneven spacing of repeated measures,
unlike the repeated measure option in SPSS and alsarasdor biases in correlation
through building in assumpt i ojoestionhairec or r el
scores over timeAdditionally this framework controls for variables that cannot be
observed, such as differences in offices/ worksites, and varidateshange within

an individualover time, i.e. it accousfor individual heterogeneitAs a mixed model,

it incorporated both fixed (observed) effects, and random (unobserved) effects which

allows for individual variability and also any effect of hierarchy ia ttata.In this

studyodés dat a, partici pant s haveimfleencednthedi f f e
participantsdé responses in some unforese:¢
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not take account of time constant variables, i.e. variables that do not change with time,
which in this study were gender, group, age, place of wodkfull time orparttime
work (hours of work)Time and listening were added into the model as a time variant

predictors of the outcome variable.

Statal3 was used tain arandom effectsnaximum likelihoodregression model, with

the outcome variablas defined by hypothesis e.g. wellbeirzgnd withtime and
listening as the fixed effect predictors, and gender, group, age, place of work, and
hours of work agandomeffect time nvariant variablesAs a random effect model
unobserved effects of the inttlual and of the fixed effects were also factored in,

along with the residual, and unobserved error of this.

To check that it was appropriate to carry out a random effects model, both a fixed
effects and random effects model were carried out anddtekie model
appropriateness with a Hausmands test;

appropriate as the test was mignificant 6°(1) =0.1Q p=0.753,ns

4.8.1 Wellbeing

Results showed that 62 participants V@0 observations were analys@&tie average
number of times participants completine questionnaire pack wasehging from 1
i 4.

The modeleported in Table 4.Results of Random Effects Regression of Wellbging
was significant, ¢ (17) = 36.77p<.01.The table below displays the results and it can
be seen that group significantly influences wellbeipg,05, indicating that the
intervention significantly influenced wellbeing, compared to the control. Teetedf

time was also significanp<.00 as was age<.05 and one of the workplacgs;.01

1 l.e. the data sufficiently fitted the model so that individuasults can bereliably
differentiated from a null model.
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Table4:9 Results of Random Effects Regression of Wellbeing, with Time, grBi1], Listening,
Work (part time/ full time), gender, age and place of work as predictors

Wellbeing  Coeff Std. Err z P>|z| 95% C.I.
Time 1.24 0.32 3.92 0.00 0.62 1.86
Group 3.14 1.55 2.03 0.04 0.10 6.18
Listening 0.04 0.02 1.14 0.25 -0.03 3.29
Work -1.38 2.39 -0.58 0.56 -6.06 3.29
Gender 1.99 1.86 1.07 0.28 -1.65 5.63
Age 0.17 0.08 2.03 0.04 0.01 0.32
Place
1 6.45 5.67 1.14 0.26 -4.67 17.56
2 -0.57 5.41 -0.11 0.2 -11.18 10.04
3 -2.26 3.97 -0.57 0.57 -10.03 5.52
4 7.96 3.04 2.62 0.01 2.01 13.92
5 4.82 3.46 1.39 0.16 -1.97 11.60
6 -4.28 4.28 -1.00 0.32 -12.67 411
7 -1.40 2.70 -0.52 0.61 -6.69 3.90
8 2.56 2.25 1.14 0.25 -1.84 6.96
9 -7.57 6.11 -1.24 0.23 -19.53 4.40
11  10.26 6.05 1.7 0.09 -1.59 22.11
12 -6.84 6.56 -1.04 0.30 -19.70 6.02

The graph belowFigure 4:25 Wellbeing levels at each time point in the control and
intervention groupsillustrates the change of wellbeing levels across time in both
groups and thisconsidered with the ANCOVA analysisported in Sectiod.11 2,
suggests that wellbeing the intervention groumcreased to time point 3 (12 weeks)
which was the end of the audio programme, and a point in time when pattdiaan

to return the programme&here was a significant differencetlveen thegroups at this
stage Following this wellbeing levels decreaséu the intervention groupo point 4,

(26 weeks}o bemme similarto the control groupgain.

2 Crosssectional analyses are referred to, along with the longitudinal analysis, prior to their
full reporting in Section 4.11, to help put the regression analysis in context.
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Wellbeing Levels at each time point in the control and intervention groups
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Figure4:25Wellbeing levels at each time point in the control and intervention groups

4.8.2 Mindfulness

Results showed that 62 participants with 195 observations were analysed. The average
number of times participants completbé questionnaire packs wasadging fom 1

T 4.

The modelkeported in Table 4.10able Random Effects Regression of Mindfulness,
wassignificant,& (17) = 36.59p<.01. Results are shown below and it can be seen
that mindfulness increased with timps(00) but group = 0.53,ns) did not have any

significant effect on this.
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Table4:10 Results ofRandom Effects Regression of Mindfulness with Time, gra@MT), Listening,
Work (part time/ full time), gender, age and place of work psedictors.

Mindfulness  Coeff  Std. Err z P>|z| 95% C.I.
Time 1.53 0.28 5.5 0.00 0.96 2.07
Group -1.05 1.67 -0.63 0.53 -4.32 2.23
Listening 0.01 0.35 0.17 0.86 -0.06 0.07
Work 2.87 2.55 1.13 0.26 -2.13 7.86
Gender 0.42 2.01 0.21 0.83 -3.51 4.36
Age -0.01 0.09 -0.16 0.88 -0.19 0.16
Place
1 -1.11 6.09 -0.02 1.00 -12.04 11.83
2 -5.04 5.88 -0.86 0.39 -16.57 6.49
3 -1.92 4.14 -0.46 0.64 -10.04 6.21
4 4.18 3.26 1.28 0.20 -2.21 10.57
5 1.36 3.71 0.37 0.71 -5.92 8.64
6 -3.77 4.58 -0.82 0.40 -12.75 5.22
7 0.63 2.88 0.22 0.83 -5.01 6.28
8 2.00 243 0.82 0.41 -2.76 6.75
9 131 6.45 0.20 0.84 -11.32 13.95
11 4.64 6.38 0.73 0.47 -7.87 17.14
12 3.88 6.94 0.56 0.58 -9.72 17.48

A graph of mindfulness at each tirpeint is shown belown Figure4:26 Mindfulness
levels at each time point in the control and intervention grANEOVA analysis of
each time pointis reportedlater in Section 4.11 which shawva small effect size
difference between #éhgroups at 12 weeks and a mudi effect size difference

between the groups at 26 weeks, when listening was controlled for.
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Mindfulness Scores at Each Time Point in the Control and Intervention Groups
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Figure4:26 Mindfulness levels at each time point in the control andtervention groups

4.8.3 Resilience

Results showed that 62 participants with 197 observations were analysed. The average
number of times participants completed the questionnaire packs was 3 ranging from 1
i 4.

The random décts regression modekith time, group PMT), listening, work (part
time/ full time), gender, age and place of work as predictors of resilienodgl was
not significant,é® (17) = 21.21p=0.22, nsand therefore individuakesultswere not

reliable and ould nd be differentiated from a null model.
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The graph belowFigure4:27 Resilience levels at each time point in the control and
intervention groupdlustrates resilience levels at each time point in both gmgrol

and intervention groudANCOVA analysis of the individual time points is reported in
Section 4.11and shows no significant difference between the groups at each time

point.

Resilience Levels at Each Time Point in the Control and Intervention Groups
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Figure4:27 Resilience levels at each time point in the control and intervention groups
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4.9 Hypothesis 2

Positive Mental Training will improve mental health and reduce burnout, relative to
controls, where
1. Mental health will be measured by the DASS:

2. Burnout will be measured by the Maslach Burnout Inventory (MBI).

Analytic process was similar to that employed for hypothesis 1, where random effects
regressions were carried out for each variable. The resalshown in the tables and
graphs below, first in the Depression, Anxiédyressand DASS total scoreariables

and then in the Maslach Burnout Inventory varialiledSxhaustion, Cynicism and

Personal Efficacy

4.9.1 Depression

Results showed that 62 parfiants with 195 observations were analysed. The average
number of times participants completed the questionnaire packs was 3 ranging from 1
T 4.

Therandom effectsnodel as described in Tableld Random Effects Regression of
Depression with Timewas significant, ¢® (17) = 34.33,p<.01 Results are shown
below and it can be seen that depression scores significantly decreased with time,
(p<.00) and th®MT group had a significant effecp €.05). Age and a workplace

were also significant predictors of depression Q1 ando<.00, respectively)
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Table4:11 Random Effects Regression of Depression with Time, grétT), Listening, Work (part
time/ full time), gender, age and place of work as predictors

Depression Coeff  Std. Err z P>|z| 95% C.I.
Time -1.04 0.32 -3.22 0.00 -1.67 -0.41
Group -4.09 1.65 -2.48 0.01 -7.32 -0.86
Listening -0.05 0.03 -1.46 0.15 -0.12 0.02
Work 1.52 2.53 0.60 0.5 -3.44 6.47
Gender -0.25 1.97 0.77 0.44 -2.35 5.38
Age -0.25 0.09 -2.82 0.01 -0.42 -0.07
Place
1 -2.23 6.02 -0.37 0.71 -14.02 9.57
2 -4.45 5.76 -0.77 0.44 -15.74 6.84
3 4.98 4.19 1.19 0.24 -3.23 13.18
4 -0.31 3.23 -0.10 0.92 -6.64 6.02
5 1.37 3.78 0.36 0.72 -6.04 8.79
6 3.45 4.54 0.76 0.45 -5.45 12.34
7 3.55 2.86 1.24 0.2 -2.06 9.16
8 -2.40 2.39 -1.00 0.32 -7.10 2.29
9 10.06 6.45 1.56 0.12 -2.59 22.71
11 -9.70 6.39 -1.52 0.13 -22.23 2.83
12 19.17 6.94 2.76 0.01 5.56 32.78

The graph belowFigure4:28 Depression Levels at Each Time Point in the Control
and Intervention Groupdljustrates depression levels at each time point in both the
control and intervention grougnalysis of the individual time points is reported in
Section 4.11.3 and shows a shadfect size for the difference between the groups at
time 2 (12 weeks).
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Depression Levels at Each Time Point in the Control and Intervention Groups
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Figure4:28 Depression Levels at Each Time Point in the Control and Intervention Groups

4.9.2 Anxiety

Results showed that 62 participants with 197 observations were analysed. The average
number of times participants complettb@ questionnaire packs wasr@nging from
17 4.

The model described in Table #2 Random Effects Regression of Anxigtyas
significant,& (17) = 36.27p < .01 Results are shown below and it can be seen that
level of anxiety was significantly influenced by tinpe(01), and ag€p<.05) and one

of the workplacesp<.000), with another approaching significange=0.07). The
intervention PMT) did not have a significant effegi<.33, ns).
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Table4:12 Random Effects Regression of Anxiety with Time, groBM{), Listening, Work (part

time/ full time), gender, age and place of work as predictors.

Anxiety  Coeff Std. Err z P>|z| 95% C.I.
Time -0.83 0.27 -3.10 0.00 -1.35 -0.31
Group -1.60 1.65 -0.97 0.33 -4.82 1.63
Listening -0.02 0.03 -0.69 0.49 -0.09 0.04
Work 0.84 2.52 0.34 0.74 -4.09 5.78
Gender 0.39 1.97 0.20 0.84 -3.48 4.26
Age -0.21 0.09 -2.43 0.02 -0.38 -0.04
Place
1 1.56 6.01 0.26 0.80 -10.23 13.35
2 2.49 5.81 0.43 0.67 -8.90 13.89
3 5.76 4.08 1.41 0.16 -2.23 13.76
4 2.81 3.23 0.87 0.38 -3.52 9.15
5 -0.04 3.67 -0.01 0.99 -7.23 7.15
6 1.64 453 0.36 0.72 -7.23 10.51
7 1.24 2.84 0.44 0.66 -4.33 6.81
8 1.64 2.40 0.68 0.50 -3.07 6.34
9 26.47 6.35 4.17 0.00 14.03 38.92
11 -5.16 6.29 -0.82 0.41 -17.49 7.17
12 12.51 6.84 1.83 0.07 -0.90 25.92

The graph Figure 4:29 Anxiety Levels at Each Time Point in the Control and

Intervention Groupsbelow, illustrates anxiety levels at each time point in both the

control and intervention group. Analysis of the individual time points is reported in

Section 4.11.3 and shows nigrgficant difference between the groups at each time

point.
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Anxiety Levels at Each Time Point in the Control and Intervention Groups
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Figure4:29 Anxiety Levels at Each Time Point in the Control and Intervention Groups

4.9.3 Stress

Results showed that 62 participants wWlifY observations were analys@étie aerage
number of times participants completbe questionnaire packs wasr@nging from
17 4.

The model described in Table.Z3 Table Random Effects Regression of Stress
significant,6? (17) = 28.04p < .05.Results are shown below and it da@ seen that
level of stress was significantly influenced by tinme<.00), and one workplace,
(p<.05). Theinfluence of groupdid not have a significant effecp£.19, ns). The

influence of age was approaching significanpe0(06).
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Table4:13 Table Random Effects Regression of Stress with Time, grBdl), Listening, Work (part
time/ full time), gender, age and place of work as predictors

Stress  Coeff Std. Err z P>|z| 95% C.I.
Time -1.37 0.39 -3.51 0.00 -2.14 -0.61
Group -2.49 1.92 -1.30 0.19 -6.26 1.27
Listening  -0.04 0.04 -0.94 0.35 -0.12 0.04
Work 1.15 2.96 0.39 0.70 -4.64 6.95
Gender -1.17 2.30 -0.51 0.61 -5.68 3.34
Age -0.19 0.10 -1.90 0.06 -0.39 0.01
Place
1 2.34 7.03 0.33 0.74 -11.44 16.12
2 3.50 6.71 0.52 0.60 -9.65 16.66
3 1.94 491 0.39 0.69 -7.69 11.56
4 -5.09 3.77 -1.35 0.18 -12.47  2.30
5 -2.00 4.29 -0.47 0.64 -10.41  6.41
6 1.67 5.30 0.31 0.75 -8.72 12.06
7 -0.12 5.35 -0.04 0.97 -6.68 6.44
8 -2.40 2.79 -0.86 0.39 -7.86 3.07
9 15.11 7.56 2.00 0.05 0.28 29.93
11 -1.49 7.49 -0.20 0.84 -16.17 13.19
12 16.61 8.13 2.04 0.04 0.69 32.54

The graph belowFigure4:30 Stress Levels at Each Time Point in the Control and
Intervention Groupdlustrates stress levels at each time point in both the control and
intervention group. Analysis of the individual time points is report&ertion 4.11.3

and shows no significaiifference between the two groups at each time point.
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Stress Levels at Each Time Point in the Control and Intervention Groups
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Figure4:30 Stress Levels at Each Time Point in the Control and Intervention Groups

4.9.4 DASS Total

Results showed that 62 participants with 194 observationsanahgsed. The average
number of times participants completibeé questionnaire packs wasr@nging from
17 4.

The modeldescribed in Table 4. Random Effects Regression of DASS Total Score
was significante® (17) = 38.18p< .01. Results are showbelow and it can be seen

that level of DASS total score was significantly influenced by tipe0Q), age
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(p<.01) and the effect of the interventiddMT) is approaching having a significant
influence p=.08).

Table4:14 RandomEffects Regression of DASS Total Score with Time, g, Listening,
Work (part time/ full time), gender, age and place of work as predictors.

DASS
total Coeff  Std. Err z P>|z| 95% C.I.

Time -3.24 0.80 -4.03 0.00 -4.81 -1.66

Group -8.32 4.69 -1.78 0.08 -17.51 0.86

Listening -0.11 0.10 -1.14 0.26 -0.30 0.08

Work 3.55 7.17 0.50 0.62 -10.50 17.60

Gender 0.74 5.61 0.13 0.90 -10.27 11.74

Age -0.66 0.25 -2.66 0.01 -1.14 -0.17

Place
1 1.62 17.12 0.09 0.92 -31.94 35.18
2 1.49 16.51 0.09 0.93 -30.87 33.85
3 12.89 11.68 1.10 0.27 -10.00 35.78
4 -2.30 9.19 -0.25 0.80 -20.31 15.71
5 -0.34  10.70 -0.03 0.98 -21.31 20.64
6 6.84  12.89 0.53 0.60 -18.43 32.10
7 4.66 8.10 0.58 0.57 -11.21 20.53
8 -3.46 6.84 -0.51 0.61 -16.87 9.94
9 61.62 18.14 2.85 0.00 16.07 87.17
11 -16.45 17.97 -0.92 0.36 -51.66 18.77
12 48.56  19.54 2.49 0.01 10.27 86.85

The graph belowFigure4:31 DASS total Levels at Each Time Point in the Control
and Intervention Groupdlustrates the DASS total levels at each time point in both
the control and intervention group. Analysis of the individual time points is reported
in Section 4.11.3 and shows significant difference between the groups at each time

point.
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DASS Total Score at Each Time Point in the Control and Intervention Group
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Figure4:31 DASS total Levels at Each Time Point in the Control and Intervention Groups

4.9.5 Maslach Burnout Inventory Variables

4.9.6 Exhaustion

Results showed that @articipants with 196 observations were analysed. The average
number of times participants completth@ questionnaire packs wasr@nging from

17 4.

The model described ifTable4:15 Random Effects Regression of Exhaustion with
Time, was significantg? (17) = 31.83p< .05 Results are shown below and it can be
seen that level of exhaustion was significantly reduced by &%), and amount

listened p<.01) but there was no significant effectgpbup(p=.16, ns).
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Table4:15Random Effects Regression of Exhaustion with Time, grddT), Listening, Work (part
time/ full time), gender, age and place of work as predictors

Exhaustion Coeff Std. Err z P>|z| 95% C.I.
Time -0.12 0.05 -2.34 0.02 -0.20 0.18
Group -0.39 0.28 -1.41 0.16 -0.94 0.15
Listening -0.01 0.01 -2.56 0.01 -0.03 0.00
Work -0.26 0.43 -0.60 0.5 1.10 0.58
Gender -0.61 0.34 -1.82 0.07 -1.27 0.05
Age -0.12 0.01 -0.81 0.42 -0.04 0.02
Place
1 -0.14 1.02 -0.14 0.8 -2.15 1.86
2 -0.72 0.99 -0.73 0.47 -2.65 1.22
3 -1.19 0.70 -1.71 0.09 -2.55 0.18
4 -0.78 0.55 -1.42 0.15 -1.86 0.29
5 -0.66 0.62 -1.06 0.29 -1.89 0.56
6 0.35 0.80 0.45 0.65 -1.16 1.86
7 -0.40 0.48 -0.83 0.40 -1.35 0.54
8 -0.19 0.41 -0.47 0.64 -0.99 0.61
9 3.05 1.08 2.82 0.01 0.93 5.17
11 -1.25 1.07 -1.17 0.24 -3.35 0.85
12 -0.40 1.16 -0.34 0.73 -2.68 1.88

The graph belowFigure4:32 Exhaustion Levels at Each Time Point in the Control
and Intervention Group#lustrates exhaustion levels at each time point in both the
control and intervention group. Analgsf the individual time points, asportedully

in Section 4.11.2hows thaexhaustion was significantly lowewrith a medium effect

size,at 26 weeks compared to the intervention group.
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Exhaustion Levels at Each Time Point in the Control and Intervention Groups
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Figure4:32 Exhaustion Levels at Each Time Point in the Control and Intervention Groups

4.9.7 Cynicism

Results showed that 62 participants with 197 observations were analysed. The average
number of times participants completbé questionnaire packs wasadging fron 1
T 4.

The model described inTable 4:16 Random Effects Regression of Cyniciswas
significant,6® (17) = 29.07 p< .05 Results are shown below and it can be seen that
level of cynicism was significantly influenced by ting<(05), and thgroup(p<.01),
indicating thatPMT had a significant effect on reducing cynicisiige and gender
were also found to hawesignificant effecon cynicism(both p<.01), with youth and

being femalegredicting higher levels of cynicism.
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Thegraph belowFigure4:33 Cynicism Levels at Each Time Point in the Control and
Intervention Groupsillustrates cynicism levels over timm each groupandcross
sectional analysis by ANCOVA, reported later Section 4.11.2 revealed that,
compared to the intervention grouie control group had significantly lower levels of
cynicismat time 26.This result seems to contradict that of the longitudinal analysis
and data were explored to explain these finditigge explanation of this may lieat

the longitudinal finding of the benefit MT on cynicism was possibly a result of a
combination of factors, such as age and gender which both had significant effects on

cynicism.

Due to the contradictory results thie longitudinal and ANCOVA analyses of effects
of PMT on cynicism, great caution will be exercised in the interpretation of this result

and what it means to the wider study.

Table4:16 Random Effects Regression of Cynicism with Tinteug (PMT), Listening, Work (part
time/ full time), gender, age and place of work as predictors

Cynicism Coeff  Std. Err z P>|z| 95% C.I.
Time -0.11 0.05 -2.28 0.02 -0.21 -0.15
Group -0.71 0.26 -2.68 0.01 -1.22 -0.19
Listening  -0.01 0.01 -1.53 0.13 -0.02 0.00
Work 0.69 0.40 1.70 0.09 -0.10 1.48
Gender -0.65 0.31 -2.07 0.04 -1.27 -0.04
Age -0.04 0.01 -2.74 0.01 -0.65 -0.01
Place
1 -1.02 0.96 -1.06 0.29 -2.90 0.87
2 0.14 0.92 0.16 0.88 -1.67 1.95
3 -0.10 0.66 -0.16 0.88 -1.40 1.20
4 -1.20 0.52 -2.33 0.02 -2.21 -0.19
5 -0.52 0.59 -0.89 0.38 -1.67 0.63
6 -1.06 0.72 -1.46 0.15 -2.48 0.36
7 -0.25 0.46 -0.55 0.59 -1.14 0.64
8 -0.45 0.38 -1.18 0.24 -1.20 0.30
9 1.62 1.03 1.58 0.12 -0.39 3.63
11 -0.60 1.02 -0.59 0.55 -2.59 1.39
12 0.65 1.10 0.59 0.55 -1.51 2.81
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Levels of Cynicism at Each Time Point in the Control and Intervention Groups
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Figure4:33 Cynicism Levels at Each Time Point in the Control and Intervention Groups

4.9.8 Personal Efficacy

Results showed that 62 participants with 197 observatvens analysedl he average
number of times participants completibeé questionnaire packs wasr@nging from
17 4.

Therandom effects regression model, with time, grd@pI{), listening, work (part
time/ full time), gender, age and place of workpesdictorsof personal efficacywas
not significant,é® (17) = 24.67,p =.87, ns and therefore these variables did not

significantly affect personal efficacy.
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The graph belowFigure4:34 Personal Efficacy Levels at Each Time Pointhe
Control and Intervention Groupslustrates personal efficacy scores across time in
both groups and it can be seen that there was little change in this variable. The
ANCOVA analysis reported iSection 4.1konfirmed that there were no significant

difference between the grougseach time point.

Levels of Personal Efficacy at Each Time Point in the Control and Intervention
Group

Group

] — Control
5.00 —— pmt

4.00-

3.00

2.00

Mean Personal Level

1.00-

0.00 ] T T T

time point - weeks

Figure4:34 Personal Efficacy Levels at Each Time Point in the Control and Intervention Groups
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4.10 Hypothess 3

A higher degree afngagement with Positive Mental Training will be correlated with

a greater increase in mental wellbeing and mental health.

Engagement was reflected in ttwgal number of times participant listened to the
recordings as described isection4.6. A scatterplot was drawn to investigate the
relationship beveen wellbeing and listening.can be see that while those whed a
high level of engagemeint the PMT group had an increase in wellbeing, there was

no improvement in wellbeing with increased listening in the control group.

o |
L0 [
. o P ‘ : pmt
51 0% . ®  «r=039,n=30
¢ [ J
3 o °
SN °
» trol
® contro
o 8
k= C Vel 80 o ° - -
5 $e B %3 . 5, I r =-.06, n=33
o « ¢ o
; o (N J ¢ '. !
1 s
([ J
0 50 100 150

Amount Listened

o control_ ° pmt_
Fitted values Fitted values

Figure4:35 Scatterplot of wellbeing scores and amount listenédumber of times) to recordings
for participants in the control and intervention (pmt) groups, with regression lines fitted
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Following up on the scatterplotivariate correlations of amount listenediifgracks
variablg and the change scores of the ouate variables from D 12 weeks was also
carriekd outAs t he | i stening variable was non

correlationstatisticwasused

The tableof correlations areshownbelow, in Table 4:17 Intervention andControl
Group correlation coefficients for the amount listened with variable change scores
between 0 12 weekslt can be seen that there were no significant correlations between

amount listened and outcomariable change in the control group.

In thePMT intervention groupamount listened was significantly positively correlated
with the change score in:

Wellbeing (WEMWBS) (=21,r = .50, p<.05),

Mindfulness (FMI) (=21, r=.8, p<.05),

Personakfficacy (MBI_PE) (=21,r=.45, p<.05)

and significantly negatively correlated withtal depression, anxiety & stress score
DASSTotal Score(n=20,r =-0.44,p<.05).
Exhaustioni(=21,, r =-0.4Q p<.05)

The amount the intervention was listenedias associated withlarge effect size on
personal efficacyand a medium effect size on wellbeing, mindfulnesserall

depression anxiety and stress scale and exhaustion.

The fact thatlistening to the interventignand not the controlwas significantly
associated with increases in wellbeing, mindfulness and personal efficaegpect

of reduced burnout) and a reduction in overall depression, anxiety and stress level and
exhaustion,suggests thathe more the intervention is listened to, the greater the
benefits.However as this association is a correlation, cause and effect cannot be
assumed and it may be thatprovements in psychologicabellbeing resuktd in

increased listening tihe intervention.
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Table4:17 Intervention (PMT) andControl Group correlation coefficients for the amount listened with variable change scores betweehXweeks

144

Vanable/l Wellbeing Resilience Mindfulness Exhaustion Cynicism Efficacy DASS Stress Depression Anxiety Listening
Spearman's Total
Rho
Listening
PMT 0.50* 0.26 0.46* -0.40* 0.06 0.45* -0.44* -0.26 -0.32 -0.1 1
n 21 21 21 21 21 21 20 21 20 20 30
control 0.10 0.13 0.19 0.01 -0.10 0.14 -0.21 -0.16 -0.03 -0.20 1
n 22 23 22 22 23 23 23 23 23 23 33
*p<.05; ** p<.01; **p<.001; a p=0.058; Wellbeing = WEMWBS; Resilience =CDRISC10; Mindfulness=FMI; ExhaustioGynMBMEMBI_CY; Personal
Efficacy = MBI_PE; Stress = DASS_S; Depression = DASS_D; Anxiety =DASS_A
144
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4.11 Hypothesis 4:

Any effect of Positive Mental Training on increasing wellbeing, resilience, mindfulness
and mental health will increasever thetimespan ofthe intervention and be

maintained after the intervention has finished.

This hypothesis was tested using an analysis of covariance (ANCOVA), with the
baseline variable measure as covariate for each 8fthaables. This type of analysis
takes a cross sectional view of each time period and therefore makes it clearer to see
the effets at individual time periodShis type of analysis is commonly employed
within evaluation research (for example Milledral. 2008, Grime 2004). Using the
baseline as a covariate helps to minimise witghoup variance and by adding it into

the theoretical model, helps to give a more accurate estimate of the effect of the
conditions on the outcome (Field 200%\dditionally the analysis was also run with

the amount listened as a covariate and results revealed no differences to the

significances and small differences to effect sizes, which are shown in the table below.

The Bonferroni correction was applied to control fordayp1 er r or . Levene
each variable at each time point, was s@nificant indicating assumptions of
sphericity were mefvalues reported in appendiBesults of the analyses are shown

in the tables below.

4.11.1Wellbeing, Mindfulness and Resiliee

Table 4.18 ANCOVA Analyses For Hypothesis, 4hows that for wellbeing,

mindfulness and resilience:

1) At 4 weekgherewasno significant differences between the control and intervention
groups
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2) At 12 weekswvellbeing was significantly higher in ti&MT group compared to the
control groupF(1, 30) = 7.36p<.01,d?=.20; andresilience and mindfulness were not
significantly differentin the control and intervention groups

3) At 26 weeksresilience andvellbeingwere not significantly different in the control

and intervention groupsviindfulness although not significantly higher in tHeMT
group,F(1, 30) = 3.31p = .08, ns, the increase showed a small effect sigés.10,

which increased to a medium effect siz¥s.12, when listening was controlled for.

This suggests that failure to reject the null hypothesis could reflect there may be a type

Il error.

Table4:18 ANCOVA Analyses For Hypothesis 4: Variables With Time 0 Scores For Each Me
Used As The Covariate For That Comparison

| | Adjusted Mean Adjusted 0 * C lsen
Time Points PMT(SE) C?sng)OI dif:(r:sgce 95% ClI F p éf ¢
4 weeks
Wellbeing ?17_'3786; ?16?'3141) 1.65 -2:;;0 0.73 >05 002 0.04
Resilience (20(?'752()) 27.060.68)  -0.56 'ij’Gto 032 >05 001 001
Mindfulness ffff) 35.71(1.14)  0.54 'Zgggo 041 >05 000 001
12 weeks
Wellbeing (5123788) 47.56(1.34) 5.23 1.92.S1)6t0 7.36 0.01 0.20 0.20
Resilience (21%188) 26.17(1.02) 2.01 '1593;0 181 >05 0.06 0.06
Mindfulness fﬁéﬁg 38.80(157)  0.79 '353?;" 013 >05 000 001
26 weeks
Wellbeing ?17_'75;; 46.38(1.72)  1.16 -36?214t0 0.2 >05 00l 001
Resilience (21%948) 26.51 (.98) 0.47 'Zé‘_‘foto 011 >05 0.00 0.00
Mindfulness ?f '305(; 36.60(1.31)  3.41 '0;.‘22 4t° 331 0.079 010 0.12
Wellbeing = WEMWBS; Resilience = CDRISC; Mindfulness = FMI
' 2= partial eta squared; * df = (1,30) for Wellbeing & FMI; (1,32) for resilience
v 2with amount listened as a covariate
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Additional analysis was carried out within tR&T group comparinglifferences at

each time pointResults for wellbeing show that there was a significant increase with
time between baseline and 12 weeks, but the difference between 12 and 2&/ageks
not significant, suggesting that wellbeing increased during the intervention period but
this was not raintained after the interventiohad finishedat follow up.

Table4:19 Differences between Time Points in Wellbeing in tRMTGroup

' . Dif'\flleer?r:ce . 95% Confidence Interval f@rifferencé

() time (J) time Std. Error Sig? Upper
(V)] Lower Bound Bound

1(0wks) 2 (4 wks) -3.69 1.58 0.20 -8.47 1.10

1 (0 wks) 3 (12 wks) -8.56 1.63 0.00 -13.51 -3.62

1(0wks)  4(26 wks) -3.31 2.21 0.93 -10.02 3.39

2 (4wks) 3 (12 wks) -4.88 1.70 0.07 -10.04 0.29

2 (4wks) 4 (26 wks) 0.38 2.15 1.00 -6.14 6.89

3 (12 wks) 4 (26 wks) 5.25 2.21 0.19 -1.47 11.97

Results for mindfulnesi;m the PMT group,showedthat the difference between 0 and

12 weeks was significant, and the difference between 0 and 26 weeks was also
significant,butto a stronger extends the difference between 12 and 26 weeks was
not significant, theeresults suggest that mindfulnessreased with time during the

intervention period and that this increase was maintained, but not increased, at follow

up.

Table4:20 Mindfulness mean comparisons at the 4 time points in tRMTgroup

95% Confidence Interval for Differente
() time (J) time Mean Difference () Std. Error Sig?
Lower Bound Upper Bound

1(0wks) 2 (4 wks) -2.06 1.12 0.51 -5.46 1.34
1(Owks) 3 (12 wks) -5.44 1.66 0.03 -10.48 -0.40
1(0wks) 4 (26 wks) -5.81 151 0.01 -10.39 -1.23
2 (4wks) 3 (12 wks) -3.38 1.30 0.12 -7.33 0.58
2 (4wks) 4 (26 wks) -3.75 1.69 0.26 -8.90 1.40
3 (12 wks) 4 (26 wks) -0.38 1.59 1.00 -5.20 4.45
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4.11.2Exhaustion, Cynicism and Personal Efficacy

Table 4:21 ANCOVA Analyses Maslach Burnout Inventory Subscalesiowsthe
results of the 3 burnout variablegxhaustion, cynicism and personal efficacy and

shows that:

1) At 4 weeks and 12 weeks there were no significant differences between the groups
2) At 26 weeks th®MT group had significantly higher levels of exhaustierl, 31)

= 6.58,p<.05, d’>=.18 than the control group, and cynicism levels were approaching
being significantly higher in theMT group,F(1, 31) = 3.99p=.06, d>=.11.

Adding amountistened as a covariate lessened the effect sligidlglemonstrated by

the effect sizes shown in the table below.

Table4:21: ANCOVA Analysedaslach Burnout Inventory Subscatest Each Time Poinwith
baseline scores as the covariate

Mean Adjusted [ Aa
Adjusted Control mean 95% 020
Time Points  PMT(SE) (SE) difference  ClI F p 12 12
(1,31)
4 weeks
-73
Exhaustion 2.45(.29) 2.36(2.8) .09 to 91 0.49 p>.05 .00 .00
-39
Cynicism 1.09(.21) 1.89(.20) 0.215 t0.80 0.493 p>.05 .02 .01
- 73to
Efficacy 411 (.15) 4.41(15)  -0.30 13 201  p>.05 .06 .06
12 weeks
-.65to
Exhaustion 2.42 (.25) 2.38(.23) 0.04 -73 0.16 p>.5 .01 .00
- 72t0
Cynicism 1.90(.25) 1.93(.23) -0.03 .66 0.006 p>.05 .00 .00
-39 to
Efficacy 448 (.21) 4.30(.19) 0.19 .76 0.426  p>.05 .01 .02
26 weeks
12to
Exhaustion 2.69(.16) 2.11(.15) -0.57 1.0 6.58 p<.05 .18 .15
-01to
Cynicism 2.06 (2.0) 1.51(1.9) 0.55 1.11 3.99 p=.06 A1 A1
-.66 to
Efficacy 4.34 (.21) 4.42 (.20) -0.08 .50 0.78 p>.05 .00 .00
_ d?with amount listened as a covariate
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The results of cynicism and exhaustion at 26 weeks ran counter to those expected, and

149

found in previous researciiifompson 2018 and due to concern that tiRMT

intervention may be causing harm, these varials further exploredt can be seen

from the results of pairetl tests Table 4.22and 423 that in the control group

exhaustio and cynicism had a statistically significant improvement over the time

period, with a trend for cynicism to continue improving at 26 weeks.

Results for thé®MT group show no significant change over the whole pesiofrom

12 weeks to 26 week3Jhis confirms that the statistical significance between the

groups in exhaustion and cynicism was due to a decrease in the control group rather

than an increase in tHRMT group.

Table4:22 Paired Samples Statistics and t test for Exhaustion and Cynicism in the control group

Std. Std. Error
Mean N Deviation Mean t df sig 2 tailed

Pairl  MBI_EX 0 2.78 28.00 1.26 24
MBI_EX_26 2.12 28.00 1.16 .22 421 21 00

Pair 2 MBI_CY_O 1.72 28.00 1.16 .22
MBI_CY_26 1.38 28.00 .94 18 23 2 04

Pair 3 MBI_EX_ 12 2.35 24.00 1.32 .27
MBI_EX_26 2.15 24.00 1.20 .24 99 23 33

Pair 4 MBI_CY_12 1.86 24.00 1.15 .24
MBI_CY_26 1.44 24.00 97 .20 20423 05

Table4:23 Paired Samples Statistics & t test for Exhaustion and Cynicism irPiké& group

PhD Health PsychologyThe University of Edinburgh2014

Std. Std. Error
Mean N Deviation Mean t df  sig 2 tailed

Pair 1 MBI_EX O 2.29 31.00 1.46 .26
MBI_EX_26 2.23 31.00 1.37 25 420 30 68

Par2  MBI_CY 0 1.96 31.00 1.16 21
MBI_CY 26 1.70 31.00 1.08 19 12 30 21

Pair 3 MBI_EX 12 2.09 23.00 1.36 .28
MBI_EX 26 2.35 23.00 1.38 .29 125 22 22

Pair 4 MBI_CY_12 1.77 23.00 1.43 .30
-731 22 47

MBI_CY_26 1.93 23.00 1.15 24
149
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4.11.3DASS Variables

Table4:24 Non-Parametridnalysis d PMT & Control group displays esults for the
nonparametridASS variablesdepression, anxiety and total scoréhe3e variables
violated theassumptions of ANCOVAand thereforea MannWhitney test, a non
parametric test for comparing median scores, was used to assess statistical difference

between control anBMT groups at each time point.

Resultsshow no significant difference between thmeugps at each time point. However
the depression variable showed a small effect size at 12 week&l] and the fact
that the difference was not significant suggestsftilatre to reject the null hypothesis
couldreflecta type Il error

Table4:24 Non-Parametric Analysis dPMT& Control group median scores
(Mann Whitney test) of DASS subgroupdepression, anxiety & total scores
for each time period

Mann
Time Points no Whitney U Z sig r
4 weeks
Depression 49 265.00 -0.71 ns -0.14
Anxiety 50 323.00 0.22 ns 0.04
Total 49 261.00 -0.78 ns -0.16
12 weeks
Depression 51 266.00 -1.11 ns -0.21
Anxiety 51 300.00 -0.48 ns -0.09
Total 51 307.50 -0.31 ns -0.06
26 weeks
Depression 59 393.00 -0.63 ns -0.12
Anxiety 59 433.00 -0.02 ns 0.00
Total 58 391.00 -0.43 ns -0.08

r= effect size

The stress variable was parametrically distributed and therefore an ANCOVA was
carried out. The results are shownTiable 4.25 ANCOVA Stress scores At Each
Time Point with baseline scores as the covarkasecan be seen there is no significant

differene between the groups at any time point.
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Table 4:25ANCOV/Stress scores At Each Time Point with baseline scores as the covariate

Adjusted Mean Adjusted

0 [ Aa
Time Points mean le/o F p ' 2 020
difference
PMT(SE) Control (SE) 2
4 weeks 11.04(1.81) 12.79 (1.76) 1.39 :2386](-)- 0.23 059 0.01 0.01

12 weeks  11.55(1.67) 11.01(1.62) -0.54 534 005 082 0.02 0.00
4.24

-3.8

26 weeks  12.31(1.78) 11.00(1B)  -131 0

0.27 0.61 0.01 0.00

_ d?with amount listened as@ovariate
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4.12 Summary ofResults

1 100employees participatad the study. 68% were women. 83% were in
full time employment and the mean age was 42.5 years (SD 9.48) ranging
between 25 65 years.

2 Data was collected at weeks 0, 4, 12 and 26 weeks.

3 51 participants were allocated to the control group and 49héo t

intervention group.

4 There was no statistical difference between the groups at week O in

demographics or variable scores.
5 All variables had baseline scores within reported norms.

6 There was a high rate of attrition in this study, with approximately 50%
missing data, which vga missing completely at random and not

significantly different in each group.

7 Longitudinal analysis showed:

a. A differential effect between the groups in wellbeing and depression
variables - The intervention significantly increased ellbeing and
significantly decreased depression compared with the control

b. Listening to music (i.e. the control) and the intervention both showed
similarly significant improvements in mindfulness, stress, anxmegntal
distress (DASS totaland exhaugn (i.e. no significant difference
between the groups)

c. Resilience and personal efficacy did not increase over the study period in

either group
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8 ANCOVA analysisrevealedhat

a. Theeffect of the intervention on wellbeing and depression was due to a
difference at 12 weeks only, which was not sustained at follow up (26
weeks)

b. Mindfulnessshowed a small effect size difference at 12 weeks and a
medium effect size difference at 26 wedletween the intervention and
control.

c. Exhaustion was statistically lower in the control group than the
intervention group at 26 weeks.

9 There was no statistical difference in the amount of listening between the

control and intervention group.

10 Listening to the intervention was significantly associated with
improvements in mental health indictofBhereweremediumassociation
between amount listened RMT and improvements in personal efficacy
(n=21,r=.45, p<.05), wellbeing(n=21,r = .50, p<.05), mindfulnesgn=21,
r=.46 p<.05), total depression anxiety and stress sc@re20, r = -0.44,
p<.05) and exhaustiom£21, r = -0.4Q p<.05).

11 Analysis of gender showed that men enghag®re with the programme.
Women listened lesglowever this differentiajendermpattern of listening

was unaffected bgroupallocation
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55A30da&aA2Y

This study sought to investigate the effect of a health promptimgramme, Positive
Mental Training PMT), on healthy volunteers in the workplace. It was hypothesised
that PMT would improve wellbeing and mental health compared to a control.
Longitudinal analysis of this RCT workplace study supported this hypothetiatin
the intervention, Positive Mental Training, significantly increased wellbeing and

significantly decreased degssion compared with control.

Entry characteristics were in line with the TUC findings that public sector workers

have a high degree ofess and showed that the study participants had lower wellbeing

levels and higher mental distress, depression, anxiety and stress levels compared to the
reported UK population means, indicating that this present study did not just recruit

t he Oworbri(eal mweddgni sed concern for vV ol
Ozminkowskj (2008). It also illustrates the ability of these employees to recognise

their need for mental wellbeing skills and demonstrates the demand and requirement

for mental health promotiomithe workplace.

The longitudinal analysis also revealed that for several of the variables (mindfulness,
exhaustion, stress, anxiety and the total depression, anxiety, stregD#@%) the

effect of the control (i.e. listening to music) was as ¢iffecas listening to the
intervention. In this currentstudy, in order to double blindooth groups were told that

the conditiorto which they had beeallocated could be expected to have a beneficial
effect on their wellbeing by increasing relaxatiom aeducing stresghuspotentially
creating an equal expectation in the participants of a positive outcome. Positive
expectation has also been found to be a contributing factor in participation in a self
help stress management stuéhagsoret al. 2010) Non-specific placebo effects are
thought to come about through positive expectancy (Kird@99). It has been
proposed that this relationship is mediated by effort, with effort having its effect
through generated positive mood from engaging in the gct{@aitanSierra &

Hyland 2011) Positive expectations of health outcomes have been found to influence
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mood and physical symptoms, (on exposure to a wind fariohtonet al. 2013 and

have been shown to be a strong predictor of recovery in depressedgp@otskyet

al., 1991) Thus the fact that participants in this current study may have expected to

feel better, may account for the fact that for some outcomes, control performed as well

as the intervention. Similarities in outcomes may also restt those in the control

group listening to music. The benefit of listening to music have been reported by other
researchers, e.g. for sleep, (&tal. 2008) and a review of the effect of music on
psychological stress concluded tbhas t u d i e s repartithatiexpdswwentd nhugic

|l eads to a | ower i n(Bileyw2D0Q p. &Mk lhtbis veagthen thé st r |

control may have been acting as an intervention itself.

Other studies have also found little or no difference between two treatments (Sotsky
et al, 1991) or interventions (Jain et. al.2007, Woletal. 2012). This emphsises

the importance of including a wait list or no treatment control as well as a matched
control, as also noted by other researchers gagbacket al. 2011; Marine et al
2006). Studies that have adopted this design have reported significant dégeren
between interventions and no treatment/wait list controls, and much smaller
differences, if any, between the intervention groups. One example of this is Jain et al
(2007), previously mentioned in section 1.73, who found that mindfulness meditation
and somatic relaxation both significantly reduced distress and improved mood
compared with a no treatment control, but that mindfulness had a greater effect size
than somatic relaxation for positive states of mind. Considering this then, may suggest
that the psitive difference observed between the groups in this present study may

represent a robust finding.

The effect observed in this current study, on reducing depression is in keeping with
other research witRMT. Dobbinetald s ( 200 9) s tthe tlegtmenteffeets t | g a
of PMT in a primary care setting, and found that depressed patients had a significant
reduction in depression, as well as an increase in quality of life. Thompsora)2010
similarly found thatPMT significantly reduced depression andxiaty in mental

health referrals to Occupational Health. However both these studies differ from this

current study in that they employdeMT as guided selhelp within a clinical
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population, rather than healthy volunteers, and neither managed to reequiatel
controls. Within workplace studies with healthy volunteers, many stress reduction
programmes use group settings. One such study (Mékeal, 2008) although using
groups, had a similar focus as the present study, on promoting resilience arskdlso

the same measure for depression, anxiety and stress (DASS). Comparison of this
current study with Milleaet al. (2008) results indicated a similar effect at 12 weeks,
with a similar significant within intervention effect for depression (p< .01) and a
absence of effect for anxiety. Milleat al. (2008) reported a significantly greater
reduction in stress and increase in coping-sii€acy in the intervention group
compared with the control group. However Millear et al (2008) was comparing an
intervention of 11, one hour, weekly group sessions with a no treatment control
recruited via the internet, and therefore the between group comparisons could be
regarded as not adequately matched and, hence invalid. It is interesting to note the
similarity of effect of these differently delivered resilience interventions. This concurs
with other studies which have also found that-sate and face to face interventions

can have statistically similar outcomes, e.g. Wole¢ex. (2012) on yoga.

One of the fadars tis current study sought to investigate was resilieGoatrary to
expectations, results showed tregtiliencedid not significantlychange over the study
period Resiliencehas been identified as key factor in recovery from stress and
depression encompassingyrowth in personal resourcegnd maintaininghealthy
wellbeing (Bonanno, 2004 Fredrickson,2003) Given this, i is surprising that
resilience did not increase in this present staedpgeciallyconsidering that wellbeing

did. There are a number of possible explanations why this may have occurred.
Czabalé seview of workplace mental health interventions reported that of their
reviewed studies about half of the outcome variables showed a pe$i¢éigeand that

for those studies with participant numbers below 50 (20% of their sample studies)
numbers may be too small to reflect significant differen¢&zabalaet al 2011)
Another reason for lack of significancenesilience, and som&f the othe outcome
variables in this current study may also be due to the fact that this was a preventive

study.Van derKlink et al. (2001) in their metanalysis of interventions for work
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related stress, found that remedial studies showed larger effect sizesredmith

prevention studies (n=4=.59,p<.1) and (n=44¢=.32,p<.001) respectively.

It was hypothesised that any effectR¥IT would increase during the intervention
period (12 weeks) and be maintained at foliov (26 weeks). ANCOVA analysis
reveaed that the effect dPMT on wellbeing, compared to the control group, was
significant at 12 weeks and that this difference was not present at 26 weeks. A similar
pattern was observed with depression score effect sizes. This reflects the duration of
the irtervention (12 weeks), and folleup, after 14 weeks with no intervention, at 26
weeks. Grime (2004) reported a similar pattern in his RCT of computerised CBT in
the workplace, with significant results not being maintained 3 months post
intervention. Howeer, hadthe participants been able to keep the intervention to boost

it whenever they wished, it may have been that effects would have been sustained over
time, as Marineet al. (2006) found thatresults fromone studywith an intervention

boost at two yars suggested benefit for booster or maintenance interventions during
follow up. Likewise, as with this current study, Grime (2004) reported a similarly high
attrition rate resulting in low numbers for analysis. It may be that with a larger sample

sizedifferences may be observed at follow up (albeit, smaller than the initial rise).

Engagement with the intervention and control conditions was measured by participants
keeping a tally of how often they listened to a recording. It was hypothesised that a
higher degree of engagement wiRMT would be correlated with improvements in
mental health. As stated, analysis was conducted at 12 weeks stadgrotocol
demanded that the intervention and control materials were returned at thiHere.

was no stistical difference in the mean amount of listening between the control and
intervention group. As predicted, analysis revealed that the number of times the
intervention was listened to, hachedium associations with improvements in
wellbeing mindfulness total depression anxety and stress score (DAS®grsonal
efficacy andexhaustion. There were no significant correlations of number of times
listened with changes in variable scores in the control group. These results support the
findings inwellbeing (significantly higher iPMT group overall and at 12 weeks), and

mindfulness (approaching being significantly higher in PIMT group compared to

157
PhD Health PsychologyThe University of Edinburgh2014



158

the control group at 26 weeks) and with the depression subscale of the total DASS
score (significany higher in thePMT group overall and larger effect sizes at 12
weeks). Furthermore although exhaustion was lower in the control group at 26 weeks,
this correlation result is consistent with results at 12 weeks.nfddum personal
efficacy correlation wh listening in thePMT group is not supported by the other
analyses and theref must be viewed with cautiorlowever it is reassuring that
analysis of thePMT group revealed that exhaustion and cynicism levels did not
increase in th®MT group, as it ismportant to establish that the intervention used in
this way, i.e. as selfare with healthy volunteers, caused no harm.

This current study found that although more women entered this current study, they
engaged less, compared with men. Studies BAown that although men and women
experience the same level of work stressors, women experience higher levels of
psychological distress and physical symptoms (Méfteal 2000). This may explain

the differential in joining the studyHowever Soffer 2010) who studied gender roles

and health promoting behaviours, reported that stress acts as a barrier to eingaging
health promoting behavioursle also noted that women participate in different types

of health promotin activities compared with meWomentend to focus on prevention
orientation activities, such as eating breakfast, or sleeping for longer, whereas men
partake in behaviours that could be seen as promotientation, such as exercise.

The observation that women listened less than men, d¢bald be explained by a
combination of factor$ stress acting as a barrier and/or the perceived orientation of

the programme.

There was a high rate of attrition in this study, only 30% of participants completed
guestionnaires at all 4 time points. Howethere was a pattern of participants dipping

in and out of the time points which resulted in approximately 50% of missing data.
The pattern of attrition was unrelated to group allocation. The study design had
assumed an attrition rate of 40%, based @vipus workplace stress interventions
(van derKlink et al.2001), but failed to recruit the desired 200 participants. The rate
of entry in this current study (5%) fell within those workplace programs reviewed by

Goetzel and Ozminkowski (2008), who repdrtess than 1% enrolled into one offsite
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programmes compared with 8%12% when offered onsite. In this present study,
although offered onsite, the programme was carried out offsite, as it was listened to at
home, and although easier to engage with at hoomepared to group attendance

offsite, this may not be as easy or attractive as attending a class or group in work.

It is difficult to identify the determinants which accounted for this high attrition rate.
Although high attrition rates are acknowledgeda threat to study validitgspetzel

& Ozminkowski, 2008), Murtat al.(2005) in their systematic review of occupational
stress management programmes concluded that lack of process evaluation made it
difficult to establish determinants of effective implementatiblasson, Brown &
Hasson (2010) reviewed sdiélp web based wkplace stress management
programmes and found that the strongest determinants of participation were being
female, having no more than secondary education, exercising regularly and having
positive expectations of reducing stre3$is current study soughb maximise
participation by following good practice for successful implementation, which

recommends managemend nldor it @f it i getas20058 1y a i IMe

The attrition rate and the corresponding high percentage of missing dataita@oin

of this study. With 50% missing data iotpng data has dubious valuedyle, personal
communication October 201Band so the study was perhaps underpowered. Future
studies could recruit over a larger worksite and use more active management of
gusstionnaire return, such as telephone follogv The remoteness of the Cl was both

a limitation and a strength. Having the prime researcher removed from the participants,
due to ethical reasons, lessened any possible researcher bias, strengthening the
robugness of the study, however a limitation was the absence of a key advocate, which
has been identified as one of the factors for successful implementation @¥lafta
2005). Research recruitment and questionnaire return were delivered through a
research ssistant, who although briefed and kept in close communication, was also
employed in other tasks. Another study limitation is that the participants were
volunteers, and therefore represented a motivated cohort of employees, thereby

limiting the generalizalbty of this present study to all groups.
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Our findings are consistent with those of other mody workplace stress
management and wellbeiqrogrammes in showing promise as health promotion
interventions.The study contributes to the field of workplace health promotion
interventions by illustrating the potential mental health benefits of a noveileplf
audio programme for seffelected healthy volue¢rs. The study shows that the
workplace is a suitable place for this type of intervention, and highlights the challenges
of implementing a rigorous experimental design in a real life setting. Additionally this
study adds to the growing research base dibgiag in the workplace, and showed
that those who selfefer are not the worried well but a group who had accurately

identified that they could benefit from relaxation and stress management techniques.

In conclusion then, this study shows that Posiikental Trainingholds promise as a

low cost health promotion resilience and wellbeing programme for the workplace. The
results suggest that the programme appears acceptable and is not harmful, and leads to
benefits in mental health and wellbeing. Furthementhere is an indication that the
programme may be better suited to men, in that women employees may need additional
support to help them maintain engagement with thishedff programmeGiven the

concern for mental health generally, not only in thekplace, the addition of a self

help, costeffective intervention, is of potentially great value to workplaces and to the

UK population in general.
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{ G dzR& ™

Individual experiences of participating in a wofKace health
intervention study

6 LYGNRRdAzOGAZ2Y

One of the criticism of RCTs and quantitatmethodologyas conducted in Study 1,

is the narrow focus on predetermined varialtesrestricts the areas of investigation,

by limiting the inductive nature of enquiryhis excludegarticipan s 6 subj ect i
experiences and interpretationst reflected in those variablegvhich can be a

valuable source of understandingsdditionally it may be thathis approacimay give

an unrealistic validity and reliability to measures which may be limnedhat they

are measurin@Blumer, 1969)

To addresses theséticismsand limitation aqualitative methodology weassoused

int he studyPrdoensoitgnngofHe@!l th & Well being i
Bringing in this approachllows for developmental enquiry to investigate the process
of the intervention(Bryman, 2001) This is important in evaluation of complex
interventions where there are many factors which can impact on the oyfditae
2000) Understandingvhy something has an impact, i.e. the process, can be as
informative as measing the size of the impact and this type of question is consistent
within the health promotion eth@g®akley, 2001)In this current studymotivation to
listen was investigateds an indictor of process evaluation. An intervention cannot
be expected to have any impact unless it is takef lugreforethis study soughto

gain insight into the reasons why participahssened to the intervention, what they

hoped to gainwhat factors fadilated or inhibited their engagement.
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Qualitative question 1

1. What motivates participants to listen to the programme?

Qualitative methodology can capture aspects of the intervention which are not
accessed using only the experimental appro@ihikie, 2006, Glasner, 1992)
Qualitative methodologytakes account of gor t i ci pant s o subjecti
participantsoOo per ce(vladne,hn892)Ehesd area malugblep r et a i
source ofdataand can develop new insights from
(Oakley, 200). Therefore as an evaluation of an intervention, participants were asked

about theirinterpretation ancexperience ofany consequences of listening to the
programmewhat they perceived they actually gained.

Qualitative Question 2

2. What are the perceived befits of the programme?

Additionally and importantly in order to capture any negative consequences of
listening participants were asked about their perceived limitations. Enquiring about
any negative impact also helped ensuraoabiasedaccount of listning to the

intervention.

Qualitative Question 3
3. What are the perceived limitations of the programme?

Individual semistructured interviews were chosen ahe method as they are
appropriate for the sensitive nature of mental health and wellbeing in the workplace
setting, where participants may be able to express views unhindered by concern of
colleaguegGomm, 2004)

Interviewees were drawn from both the experimen®dT) and control (music)
groups of Study 1. Drawing on particiga from both groups allows$or a deeper
explorationof individual motivation and engagement as it exptothemes common
to both groups. Contrasting and comparing is part of the grounded approach, adopted

here, and in this way differenrcand similaritiedbetween groups and individuals can
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help to further elucidate themes and the emergence of richer understandings relating
to motivations and limitationSgComparingand contrasting can also be applied to
part i @ipgriances of programme gains and hé&nedlthough caution has to be
exercised as to the generalisability of these compari®wth groups were exposed

to an intervention, one BMT and the other to an active control, listening to music,
thereforeincluding participants from each group alkfer exploration of similarities

of experience in benefits of interventions in general, and highlights the differences

between the interventions.

6.1 Ethical Considerations

Ethical approval was granted for thistudy by both théothian Research Ethics
Committee (Appendix 3.1) and University of Edinburgh, Department of Clinical
Psychology Ethics CommitteAgpendix 3.2).The following ethical concerns for this
qualitative aspect of the study were consideretsaisfactorily addressed along with

the quantitative methods discussedtthics2.1, by the following:

6.1.1 Removing Personal Interest

The personal interests of the Chief Investigé®i)y, who is a director and shareholder

of Positive Rewards Ltd, the company which produced the intervention programme
(Positive Mental Trainingyvereacknowledged.In order to diminish the opportunity

for bias and ensure transparency the following featurs® wcorporated into the

study design.

I.  Independent interviewer

The potential for bias in interview was recognised by the Chief Investigator
(C.1.), and to ensure transparency, the C.I. did not have any interaction with the
paricipants who were interviesd. Interviews were conducted by an

experiencedndependent researcher
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The C.I. had concerns abouthe collection of data, by proxy, through an
independent interviewer. There may have besrverbalcommunication and
understandings between the interve@nand interviewer which would not be
apparent in the transcription. However it was considered that the benefits of
minimising bias by using an independent interviewer outweighed these
concerns, which were addressed by good communication between. taredC

the interviewer, anthe audio recordingsAdditionally having the interviews
conducted by another, made the C.I. be mindful of the iterative process, making
it explicit.

[I.  Independent transcription

An independent agent was employedamscribe thaudio recordingdn this
way the C.I. had no contact with raw data and only whenatdaction was
completeddid the C.l1. have access to the dataafalysis andhterpretation.

lll.  Independent analysis

To further reduceany possible bias in interpretatioemerging codes and
themes were reviewed by an experienced, independent, qualitative researcher.
Resulting understandings and construals were then compared and discussed.
This increased the credibility and reliabiligf findings andminimised any

potential bias in interpretation by the G3ilverman, 1993)

6.1.2 Minimising interviewer and interviewee bias

The interview is a dynamic processweén interviewer and interviewee. A potential
source of bias is that the interviewee could be led, perhaps unintentionally, by the
interviewer.This was addressed by using an experienced independent interviewer and
also with the use of a sesiructured mterview schedule. This maximised reliability

of data collection through enabling consistency in interview (Silverman 1993).
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6.1.3 Safeguarding Participants

I.  Participants were fully informed about the interview process in a letter (see
Appendix3.3) and given time to reflect on this, as well as the opportunity to

ask the research administrator questions, prior to giving consent to interview

II.  Confidentiality

Participant confidentialityat interview wasssuredby the following:

a. Interviewswere conducted on a one to one basis, whereas in a group
situation thisvould have beemore problematic.

b. Participants were offered a choice of intervimaation. This gave the
opportunity for anonymity from work colleagues as interviews could be
conducted away from the participant &
within NSS premises (for reasons of interviewer safety, interviews could
notbecondueed i n the participantds home).

c. Confidentiality and anonymity in reporting were assured by making all

guotes from the data anonymous.

165
PhD Health PsychologyThe University of Edinburgh2014



166

7.1 Independent Interviewer

An experienced, independent interviewer was required ty cart the interviews.
Criterion for recruitmendf the interviewemwas experience in qualitative interview
within the health field, teensurereliability of data collection. Reliability refers to
degree of consistency between the interviews, and thisrsased by using the same
interviewer for each interview. Also an experienced interviewer will maintain
uniformity between interviewgSilverman, 1993) The person selected m#tis
criterion having extensive experience of interviews within #adth and social science
field. She was an active researcher who was highly recommended and used by an
established local research agency. Her curriculum vitae is attacApgemdix 3.4

The Chief Investigator met with and briefed this independergniwer and
maintained contacthrough email and telephone, during the data collection process.
This allowedtheinterviewe soncerns to be addressed and theoretical analysis to be

fed back, such as is detailed beJomsectionlterative Process.

7.2 Independent Transcription

An expeienced independent trsariber was recruited to tnacribe the audio
recordings.This was to maintain the transparency of the process and to remove any

bias which may ave been brought in by the CAdditionally the transcriber was

familiar, due to pre@mus wor k, with the interviewer

transcription.

Transcriptions were checked for accuracy with the audio recordings by the C.I.
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7.3 Participant Recruitment

Participants were drawn from the sample who took part in the earteweéntion
study, Study 1, as described3rn.4

Participants were recruited for interview in the time period SepteinBecember
2009, which was between completion of the week 12 questionnaires and week 26
questionnaires. This allowed participants time to complete the programme and still be

within thestudy period.

All participants who returned their week 12 questioregmwere invited by letter (see
Appendix 3.3 and/or email for interview and those willing to be interviewed contacted

the research administrator.

Interviewees were purposively sdkst, alternating between intervention or control
groups, in a sequential manner, until data saturation had been acfiiessglwas no

recruitment stratification on any other criteria.

Interviews were arranged, between the interviewer and interviewese yratually
convenient time and location and took place during work time in work premises.
Participants were offered the choice of being interviewed in a suitable room at either
their place of work or, if preferred, in a suitable room in a different N&8ling.
Participants were required to sign a specific interview consent form (see Appendix
3.5 prior to interview.Interviews were audio recorded and lasted betweeh 8

minutes.

The participant interviewprocess is illustratetbelow, in Figure 7:1: Flowchart of

Participant Recruitment and Interview Process
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Letters about the research interviews sent to all
participantswho returned their 12 week
questionnaire

'

Participants contacdResearchAdministrator (RA)
for intelrview

v

RA equallyselects

. articipants from control
Interviewer | g——> P . P .
L & interventiongroups
maintains
contact with
Research
Administrator
re numbers RA gives Interviewer participant details
required for P
interview - l
'y > Interviewer contacts partipant to arrange interview
c Participant signs consent form
maintains
contact with
Interviewer
re additional
question, Independent Interviewg
number of 30¢ 45 minutes
interviews audio recorded
required
Independent transcription of audio recording.
v
C.l. initial analysis dfterview for emerging temes

A

and concepts

Figure7:1 Flowchart of Participant Recruitment and Interview Process
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7.4 Interview Schedule

The interviewer conducted the interview around a s&mictured interview schedule
to maintain reliability in elucidaing answers to the 3 main research questions

(Silverman, 1993)Theseguestionavere

1. What motivates the participants to listen to the programme?
2. What are the participantsd perceived |

3. What are the participantsdo perceived |

These questionswere designed to complement th@revious study, Study by

exploring the process of engagement with the intervention and also by elucidating
participantsd experiences in a manner no
used in study 1. They were drawiorh the relevant literaturgDobbin et al. 2009,

Philipset al. 1994, Blaikie, 2006, MRC, 2000, Murét al.2007)and fromt he C. |1 . 6's

own experience of the intervention

The interview schedule wdmiilt on, usingopen questions to allow the participants
flexibility and freedom to express their own views, unhindered by any ef th
interviewer's preconceptions and to facilitate as much data capture as po#ssible.
interview participantavere not asked specifically about a topic unl¢ssas first

mentioned by that participani.he interview questions are listedAppendix 3.6

7.4.1 lterative Process

The grounded theory approach is an iterative one, where analysis is used to inform
data collection (discussed furthier sectionbelow). Accordingly then, this process
yielded additions to the interview scheelib check out emergent them&hkese are
documented in thé\ppendix 3.7.
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7.5 Interview Analysis

A grounded theory approach was adoftetlauss & orbin, 1990, Charmaz, 2006)

In this method, emerging themes and concepts from analysis of data are used to inform
data collection, and this process continues until theoretical saturation has occurred, i.e.
no new themes or concepts are derived frond#ia. In this process dataaisalysed
through reviewing transcripts of the interviews and coding relevant parts into
indicators of concepts. This is a fluid process which is continually reviewed and
checked against emerging data and can be thought of as aampfi8 stages (Strauss

& Corbin, 1990) 1. open or initial coding which breaks down the data to generate
concepts and categories; 2. axial or focused coding to build together categories and;
3. selective coding to select the core codes or themes, i.e. the central issues round
which the categories fit to bring together a theory grounded in the research.

Initial Coding  Focused Codin Categories & themes Theories

—>

»
»

. L

v

Figure7:2 Schematic Representation of Qualitae Process

7.6 Analytical process

The interviews and transcriptions were conducted between Septéntmember
20009. Interviews were analysed by the C.I. according to the methutlthed by
(Charmaz, 2006and using NVivo 9 software and manuallinitially the interviews
were listened to repeatedHp gain a preliminary understanding of the broad themes
emerging in answers to questions. This procdksvedthe C.I. to become familiar

with the interviewsthe tone of voice and expression of the interviewees
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Analysis began with deep initial coding, line by line, or, statement by statement, using
codes dewloped from the researcteeown substantive definitions of what was meant

or, where practicalnivivo codes.e. codes from the participants own languableis
approach encouraged the researcher (C.l.) to gain distance from her own
preconceptionsandas o from t he participantsd own
helping new light to be shed on the material, so that the researcher can make
d undament al processes expl i c(Charmazr2e06 der
p.55)

From these initial ades were drawn focused codes, developed from those initial codes
which occurred most frequently and those which seemed to make most analytical sense
to the researcher for categorising the datese focused codes were then compared
within and between pacipants looking at the similarities and the differences that
emerged. From thigategories and themes were developed and theories were drawn
from these. Examples of samples of coding and thematic development are shown in

Appendix 4.

7.6.1 Role of the C.las researcher/practitioner

The C.I. analysed the data and for this add@n interpretativist stanc&nalysis in
this manner relies on using the subjective understgsdof the researcher, and so,

encompasses the experienees biase®f the researcheihis is consistent with a

h

constructionisview within groundedtheory s oppose to a O6purer6

perspective which would demand attempting to remove all influence of self in the

interpretation of data

In this study theesearcher, the C.l., had the experience of being a practitioner, of
using the programme in a therapeutic setting. Whilst this background experience may
have formed a broad understanding of the issues around using the programme, the
analysis was grounded the data and was subjected to the robustness of the detailed

grounded theory methodologyith biases in interpretation being reduced through, the
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process of coding and cross referencing

providing external casistency and validation.

7.6.2 Ensuring quality

The question of how to ensure quality in qualitative research is important and
accordingly a number of methods have been develapaddress issues of validity

and reliability Seale & Silverman(1997) recommend five strategies that include
using supporting generalisations with &q
assess how widespread and representative generalisations are; data validating through
comparison of similar and importantly deviaatses; recording data objectively with

audio or videoequipment ensuring representativilarough random or theoretical
sampling or a mixed methods approach and finally that the use of computer software

can help ensure systematic analysis of the data. Sams®@archers prefer less positivists
terminology e.g.Guba @981 suggests using credibility, transferability, dependability

and confirmability(in preference to internal validitygeneralisabilty, reliability and
objectivity. Therearea range of generic strategies that baradopted to address these
Credibility, can be further enhancegdr example py using well established methods,

iterative questiomg, use of a reflective commentary, experienced researcher,
participant checks angker scrutinyTransferability can be increased by detailing the

context of the study, and dependability through a detailed description of the process of

the study Confirmability is concerned with the e s e a mlgektigity ansl can be

enabled with trimgul ati on and the researcher 6s r
(Shenton 200¢

Accordingly in this current studg number of strategies were put in place to help
ensure theuality of the study. A experienced researcher condulthe interviews to
help counter interview biagOvretveit, 1998)(seesection7.l), the interviewswere
audio recordd, aiding objectivityan established method, i.e. grounded theway
used and data analysis was subject peer scrutinyto increasecredibility.

Additionally theCl keptareflective account of the processegearch diary.

172
PhD Health PsychologyThe University of Edinburgh2014



173

7.6.2.1The research diary

A research diary was kept during the process of analyéisi ch charted tF
progressiorof ideas and nature of enquiffhis process caused the Clrflect ;m

and consider the analysikhis aided objectivity of data interpretation through making
moreexplicit any observer biaseSonsideration of self as a researcher is a prerequisite

for sound research and helps to remove the biases of subjedivilgnd (1984)

identifiedbasi ¢ consi derations to use in the e
the participantsd perceptions. These wer
considering whether the i ndicewhktherthdres r e p «

was any reason a participant may be saying what he/she thought the interviewer
wanted to hear, were the accounts internally consistent, did they seem like a truthful
account?Additional keepinga research diary ncr eased tityé¢hro@h 6s r e
explicitly acknowledging implicit valueand beliefsand consciously acknowledging

and challenging personal assumptions. An example of this can be seen in an extract
from the research diary when the CI realisbe recogniskani nt e r vvoieewe e 0 s

This is X What does she think? What do | think of her? What assumptions
I making here? How do | feel listening to thid@w does what | know about
her affect my interpretationds my bias affecting my interpretation of this
data? My relationship with henaycloud my interpretation. | must revisit the
transcripts laterTake care stand backbe objective

Through continually revisiting the data and subjecting it to fresh enquitlyfrom
being aware oboth the insider participant view and the external observer, Wiew

C.l. was able to remove, as far as possible, the inherent biases of qualitative research.

Additionally biases in interpretation were reduced through the gsaaiecoding and
Cross referencing t hemes I n di fferent 0

consistency and validation.
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8 wSa@&Ffi g GddzRe H

This chapter will first describe the participants and their reported levels of engagement
with the interventions. There will then follow an outline of the themes and subthemes
that emerged from the analysis, which will then be described in détaichater will
conclude with aconsideration obverlap of themeshe conceptual framework and a

summary.

8.1 Interviewees

Eleven participants were interviewed; six from the Verbal Relaxation Training Group
(VRT) and five from the Music Raxation Training Grop (MRT). Their demographic

data is displayed in Table 8.Characteristics of Participants who were interviewed
along with the participants reported degree of engagement with the programme,

expressed as O6amount of progrEimdega isl i st e

displayed to protect interviewee anonymity.

Table8:1 Characteristics of Participants who were interviewed

Group Participant  Gender Age Amountof programme

Interview no Listenedto
Verbal 1 m 40 complete
Relaxation 2 f 44  complete
Training 3 m 30 complete

4 m 51 complete

5 f 46 alittle

6 f 45  about half
Music 7 m 35 complete
Relaxation 8 f 39 complete
Training 9 f 45 A few times

10 f 50 Not at all

11 f 46  Afewtimes
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8.2 Interviewee EFhgagement with the Programme

In the MRT group; oneparticipant reported that shelid not engage with the
programmaeat all, two participantdescribed theyeally hated the music and so listened
only a very few times; one female participatgscribed how sheorked hard to
complete it but was disappointed at the results; and one male partstigiat he did

complete it, enjoyed it andescribedrery good pesonal gains.

In the VRT group; three participants completeditrpale, 1 femaleand described
good personal gains; one male participant listened to mostaofditalso reported
benefits from thistwo female participantdescribedistening to some ofit, mainly
CD1 and much less of CD2 and CD3, aievhom stated sh&toppedisteningas she
was also undergoing CBT and the otheerviewee said shielt she had the skills
already and wasot getting much out ahe programmaor enjoying it.

8.3 Main Themes

This section outlines the themes that emerged in relation to the three research
questions, which were; lvat motivatd the participants to listen to the programme
whatweret he partici pantsd per candwvhatdverdihenef i t s

pari ci pant sd perceived .limitations of the

Within the each of the main themes of motivation, benefits and limitations, several
subthemes were identifigcbm analysis of the data, explaining the factors behind the
i ndi vi dual s 6 therrexpaienee rofetire tproggamighes they related to
these main theme$hese are illustrated in FiguBl: Diagrammatic representation

of themes and subthemes of factors that influence listening
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Motivation Benefits Limitations
Initial Continuing Increased
Engagement Engagement |: relaxation = Lack of
E .......... E gu|dance
] Finding :
Help with = reward ) :
stress || Letting go : o
P of worries : Finding
: I I U S-S time
—— Commitment | : .
Favourable AEEEEEEEEEEEEEEEEEER -E \_ : 4 \ E...EI .........
programme [}: . i
structure —— Incr.e ased .
. : confidence | :
Making a . :
routine External
) \— i
: P} view of
It made ,_.r ............................................... " ...E.... stress
sense Increased
\ — :
Open coping
—\ expectatlons Skl”S
Givingita _l S e
go
N\ —

Figure 8:1 Diagrammatic representation of themes and subthemes of factors that influence
listening, with dotted line (---) representing linking themes.

As can be seen fromidure 8:1: Diagrammatic representation of themes and
subthemes of factors that influenegening,two subthemes emerged from the main

O Mtivationbthemeid | ni t i al Engagement 6 aAfdrtheé Cont i
four subthemes were identified as relating to factors which initial listehiagH e | p
With Stressbo, 0 Favorueada,bl el tP raMB)dcea in$am 1y SSd @ u
G 0. 6Four subthemes emerged withinth&€€ o nt i nui n gthefa.gThese me nt G
wereO Fi ndi ng Rewar doé, aR@Gamminterde mtnd@, 6OMaeki rE

Within the main 6 B e n etheme, sfdur subthemes were idéfied from the
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participant sdé O0datca,eawkbdodoliRetveaix®ag W&D 6 joe s 0,
0l ncreased Confidenced . &midarlywlthmdhe enais e d Co
theme of6 L i mi t, $hteé subtlseies were identifiecdwhichwer e ofLack o
Gui daneceibng 0 Fi med anfl 8 EKkhe doted nks répreserw o
links between themes. These themes, subthemes and linkages will now be described

in detail in the following sections.

8.4 Motivation

The t hemes and subt hemes whi ch wer e i de

relation to the main theme 6fMo t i vwalltnowobe described.

8.4.1 Initial Engagement

Initial engagement o | i sten to the programme emer (¢
asa theme and was found to contfonr subthemes 6 Hel p Wi, Ra®bueabbe

Programme Struct amd&®i,viond. IMadk Gedhsed

8.4.1.1Help with Stress

Most participantseported that thelgad entered the study due to personal experiences
of stress atvork, home or both and were looking for hepcope better with stress

and to feel better.

WL R2 KIS | aiNBaatdAd ePoMEEMRTIK2dZAKEI AT
Wo SOl dza S GIKNRIARA KO $SYISNRA2R 2F aiNBaa FyR R
pKe L &2NI 2F &1 AR.PéFRalelVRTYA IKG fA1S G2 Rz
We¢KS Y2UAQF A2y 61 & 06SOldzAS L KIFIR 0SSy ¥F8
really beside myself with tiredness and I'thu§y 6 0 KA & A& F 62dzi &G NE
MRT

Y GKSNBEQa OSNIFAYy GAYSA 6KSy @e2dz OFy 23S
sometimes, sometimes at work, sometimes at home and not in a regular thing but
€2dz 1 y296 ODPODOL gl aya® YEKKBEA¥EIT t®2 del {62 & wd

waz L FSfd tA1S 21 LQY 3J2Ay3d (2 SELX 2RS
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8.4.1.2Favourable Programme Structure

Participantrepors revealed that there were several aspects atiheture of theself
help programme that weregaling. Thee were- training the mindo deal better with
stress having a structured programnaad the anonymity of the programjmes it

would then feel that it was more on his/her own terms

.. .the idea of sort of training the mind..it appealed¥dS R3Male VRT

WolyR L (K2daAK(G 66Stff az2YSOGKAy3d GKIFGQa
(2 2dzad 2y | 6KAY ¢gKSy e2dz ¥FSSt ¢
R L (K2dAK({i 066StOKARTQaz2bz2ONBf REA )
K.’.

G YFLeoS GKFdG gAff KSELI Qt ¢ CSY

S y2N¥rffe L gra GKAYlAy3d aL OFy Yl
y2yeyvYz2dza | YR PRRemalelVRT 2y Y& (G(SNXadddQ

(4

8.4.1.3lt Made Sense

The themedt Made Ses®de mer ged from participantsdo i
relevant to initial engagement. Making sense of the intervention meant that the
individual was able tanderstand what the purpose of the programmeanwddow i

may have worked a cognitive framewark.

Making sense of the programnagpeared to béonein relation topar t i ci pant
previous experiences of alternative therapiasparticular those from the &stern
traditions such as tai chi and yogdnich focus onmind/body interaction, particularly

breathing, andra less analytic than the moregétern approaches such as CBT.

WLQY ljdzZAGS AYyUiSNBAGSR Ay (GKS FNBIF Ay 3ISy¢
experience | suppose .....I do believe that you know doing things like this can help, |
GKAY]l GKIFIGQa oKIFIG Y20A01F 4GSR YS (2 KI @S |

Yt reminded, yeahitremi®iR YS 6KSy L gt a 3I2Ay 3 {KNPR dz3
was stressed,.... | had heard a similar type CD by Jack Black, so | had listened to that,

that was quite similar in many ways and just the thought processes and the

relaxation and things like thatthattdzda SRX A0 RAR NBYAYR YS |
VRT.
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Initial analysis of the first three interviewsdicatedthat previous experience of
alternative therapies was a comnreferenceAccordingly, aquestion was added to
the interview schedule texplorethis furtherand it transpired that most participants

(all but one) had some expearee with alternative therapie$his may represent a

selection bias for those entering the study; that this type of programme was attractive

to those with previous expenee of alternative therapies, perhaps because it fitted in

with their beliefs, experiences and understandings.

Interviewer. Yes. Have you experienced asther sort of similar pojects or
LINEINF YYSE 2N Xo

;

G N

b2 o6dzi LQY [HAGSNYVGISHSaG&RYAY YR LQ@S

g2N]akKz2Lld X F2NIE¢FA / KAQ tdod FSYIES awt
LQPS GNASR 2GKSNJ KAy3Iad o0STF2NB XLWGS

O Aff 2dzi /5Qa& YR GKIFIG 1AYyR 2F aGdFTQ

Theo | t Ma d them& & isflaediced continuingngagemenas participants
expressed a sense of frustration when the programme did not makehggrigghting

the importance of this theme. Accordingly, this theme is also linked to the
dimitations® t h e me, d &ghout any @bdoud neeanang, listening to the
MRT was reported to b@ a ¢ .HParticipadts described a senséeivildermeniat

not being able to understand the process, why the music was chosen.

WL R2y Qi dzy RSNE G YREALIBOAGTFAOGKSE & Y dz8 OO dza
Adzlll2aSR G2 tA1S GKS Ydaiad 2N o6S 02yO0S$8
YdzaAO 61 a OK2aSyQ tod CSYFHES awe

Lacking information, one participant described how she tried to make sense of her

experience with the progmme herself, attempting to understand why that specific
music had been chosen it, wondering if it was linked to heart beats.

QAl RARY QO NAy3 (NHzS
repeats, | started thinking Ydza & G NB |
(K2dzaKi L 62yRSNI AT G(KI
KSFENIoSIFEG 2N NKelikKyQa 2

Yy$oooo L 1 SLI
3 A
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There was deliberately very little information provided with iterventions (both

MRT & VRT), to reduce participant bias, and this was particularly challenging for

those who had the MRT as these recordings had no spoken words on the CDs, only
music, and therefore less explanation of the pro&ssme MRT group padipants

reported strongly disliking the music. It may be that irritation at the lack of
understanding which may have intensified the feelings of dislike of the niuss.

aspect is captured in thd a c k of Gui dancebd t heme unc
O0Li mi §describedlaerin Section 8.6

8.4.1.4Giving It a Go

The theme ofGiving taGodlsoe mer ged from t he participa
initial engagemenb the programmelhis theme describes the opportunistic element
expressed by sonparticipants; that as the intervention was easily available at work,

with no financial costs and although they were not actively looking fohséif they

decided to take the @senting opportunity to tryitto give it a go.

WL gl &3 JRRARY 12 LA 82 NWIdyaA ke 2 KSE L) 2NJ AT
P10, Female MRT

WL gl ayQl I OGdz

tte t22
0K2daAKG 6¢6Stt GKA&A A

y3I FT2NJ 42YSGKAy3
S 42 LQfft KI@S |

&

1A
TN

D¢ N

This theme alsoefflects a sense of openness to experience
WQY Ffglea 2Ly (2 GKAYy3IaQ ty CSYIFIfS awt

WLQY dzZLJ F2NJ FyedKAY3IAE FyeidKAYy3a (GKFG YAIKC
AlQa FTNBSod AGQa O2ailAy3d e2dz leMBTAG 2F (A
It may be that this was a selection bias, as the fact that only a little information was
given on the interventions (to minimise bias) may have been more acceptable to open

minded people.
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8.4.2 ContinuingEngagement

There were four subthemes identifiecorfr the interview data that influenced
continuing engagement. These wé&d-i ndi ng Rewar do, @aCommi t
Routined, and OTogsewil beedesuribedtherel i ons 6 .

8.4.2.1Finding Reward

Having some pleasurable gamsense of reward for ligténg, or enjoying listening
emerged from the part ninpopantparsoontinumggter vi e w:
listen One participantexpressed this as being similar to beingegiva sweet, as a

reward to keep her going (as she reported she had jogedrthe MRT).

WLEIQa tA1S olyliAay3a + a6SSGAS 6A0GK AG 82dz
And another expressed the idea of reward (from relaxation) driving the desire to

continue listening.

WL umy1 YIedoS GKIFGQa ¢ K gelagationYbecuseSyoud K I Q3
1Y26 A0 ¢62N]la od AF &2dz 3SG GKS NBGFNR @€
I32Ay3 okFO] G2 AG Y2NB 2FGSy a2 &Sa AdQa =

This latter quote also highlights the speed at which the rewasdgained by the
participant.When a reward was described as being quickly achievedhiewas a
motivating factor.Conversely when a reward was slow to be achieved this was not
motivating and those participants reported using other sources of motivation to keep
going, such as commitment, describe in thext section8.4.2.2 under the theme

6 @nmmitmend

Some p@rticipantsddescribedxperiening other rewardfrom listening, such as finding

the music and voice pleasant.

WL (K2dAKIGI GKFIG 0GKS o6F O13aINRdzyR YdzaiaOu ¢
GSNE X (KS @2A0S 4+a 3I22R L a ¢6Stto ¢KS Y
whatitwas,yeahbuti 6l a8 FAYyS®PQ to alfS +w¢
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WL LI NIAOdz FNI& fA]1SR (KS 52NAlYy a2R$S 3dz

The theme of OFinding Rewardd is closely
contains themes relating to the specific advamageffects of listening to the

programme, described in Section 8.5

The importance of finding rewardh facilitating continuing engagememwas
highlighted by the participant reports of having difficulty in listening when this was
not an enjoyable experience, antkere was an absence of rewardEhis was
particularly strongly expressed by some participants who were in the MRT group, who
reportedreally disliking the music and described the negative impact this had on
listening, for example sayinglst eni n gdutytt@ agnet Gandthabthegeh 6
was not enough motivation when the music was disliked.

WL gla GKAY1Ay3a 8L NBFffe KFEGS AG o0GKS Yo
was a duty to get through.

Ly G SNIA S SNY  imprbov@ Esitimewéiton® G RA Ry Qi

LT yedKAYy3 Al 320 ¢2NAS W tmm CSYIES awt

WLQY y20 Y20AQ0FGSR Sy2daAK AF GKS YdzZaA O A:
Y2UAQFGA2Y G2 GKAY]l GKIFIG GKAA aKz2dAZ R 0S5 F
YdzaA0Q t¢d CSYIfS awte

Another participant also reported not enjoying listening and explained this as the fact

she felt she already had the techniques the programme was implementing.

WHPGKS Y2NB L 320 Ayid2 Al.itwkEsSustYoBkMdpat L 61 &y ¢
different ways to cope with different things which | think | was probably
AYLX SYSYyGAy3 lyesgleodQ tp CSYIFES xwe

8.4.2.2Commitment

Havingd@Commitmend(to the project) was a theme relatingXontinuing Engagement
to listen that wagxpressed by those the MRT group. Some participants described

a sense of being determined to carry on, to finish the programme.
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Y SIFK A0Qa Y2NB @&)odlthatl jist wantédiodinisfi Bandiy @ 0 Sy S
gl ayQi dzyGAt lo2dzi GKS aSO2yR Y2y UK gK
realised actually | was actually enjoying the bus trip to work whereas before it was
fA1S 62K 3I2R 3SG0AY dhy @yingliokvbrk andzoing A G Q&
ol 01 (2 62N] a2oQ ttv alfS awt

And
WL RARYQG FAYR Al GKIFG NBtIFIEAYy3 G2 o0S3Ary
with it and | did find it more relaxing as I, you know continued..

Interviewer:Q | 2¢ f @AY HSRARdzAG2 3S0G dzaSR G2 GKS
WL g2dzZ R

F2dzy R Al
MRT

4

e A
t A 3K

Q¢ QX

0221
fe I

[ et

These participantdescribed not being aware of any benefit of listening until later on
into the second montfrhis is in contrast to those who reported notidegefits early

on in listeninglt may be that lacking any earbhenefit (rewardjrom listening, those
participantshad to find another source of motivation to continue listening feu

this fromfulfilling their commitment to the research programme

Other participants described how their sense of commitment to the study provided
some motivation to try to continue listening, but this was not sufficient to overcome

their dislike of the music.
WL FStG 3FdAtGe a2 L LMziGRAdzBEK D10 RYQA IY A VI
FYR L fAaGSYSR G2 AG YIFI&do6S lFoz2dzi Ge2 2N ¢

..it does involve time and you have to be quite committed and | would only have
R2yS Al AF L KFER NBIffés NBLFtfe& fA1SR Al

Y 9@GSNE GAYS L GNRASR=T L GNASR ¢gKSy L 321
fSHad tAadSy G2 A4 0SSOl dzasS and ndustyaud T A NJ
1y26 GNB YR adl NI | FTNBAKQ odzijudt i GKS Sy
O2dz Ry Qi @Q tMm CSYIFES awt
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Conversely, in one casesanse of commitment to the research projed reported

asinhibiting engagementhis participantstated shaever actually listened to the CDs

as $ie was waiting for the right moment, to be fan the research project.

W L aK2dA R KIS o0fAadSySR (2 GKS /5a0 oo
think any research study people are looking for volunteers... | had so much pressure

Fd ©$2N)] | YR L parfipaie bacKusdiit wauld §ive 2hdzivréng ey

0SOFdzaS L ¢ ayQl dzadzl £ €& dzyRSNJ GKI
of situation for me, . .. there was lots of changegming at work and a lot of

i & LIS

pressure and | just felt okay you kndwQf f R2 AGX LQft adl NI yS
YR L RARYyQO 3ISG G20 W tmn CSYIES awt

8.4.2.3Making a routine

Participants identified making a routine as a helpful aspect of continuing motivation

to listen to the programme, through making it easier to make tonlisten to the

intervention. One participant, who listened to it silnply described listening as easier

to manage when it was part of a routine.

OAG A& SIFaASNI G2 Yyl ISP5FHBIFVRIG &I &

The four male participants wheere interviewed all madesteningto the intervention

a routineactivity and listened ar the whole study perio@hese merstated theyvere

LI NJIi

able to make or find the necessary time to develop a rostiich as taking a specific

time each day to listeto the recording

WL RAR YI1S | LRBAyGEZ oSOl
YAIKG FyYyR LQR 2dzad Gr1S
LOQR &aleé& aNRIKG LQY 3F2Ay3 |

z

And

asS LQRZX (2 f l
S GAYST KIFTTF Iy
gl & (GKNRIZAKE t

Aa

Q

LY GiSNDASSGSNY WS5AR @2dz Ffglhea NBYSYGSNI G2

R L &adzi
¢
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In contrast six of the sevemfemale intervieweedescribedstrugging to establisha
routine, often saying they were busyaving conflicting interests and things to do;

finding it more difficult to focus the mind to follow the CDs.

Interviewer W5 AR &2dz FAYR AG ljdzZAdS aGNI AIKGF2ND
into a routine?

KS LINEOE SYPPDPDDPSGHSY | f (il

W y23s GKIFG ¢l a
c CSYIfS +w¢

3SG AyiGz20Q t

However, ondemale participantwho had MRT described being able to develop a
routine but only listening to the intervention auge of timesas she hated it,
demonstrating that having a routine was not sufficient to facilitate listening if the
content was disliked.

LYGSNIBASGSNY WwWi2gg Strae gla Ad G2 FAG AG A

W 2K Ad éFra +OGdztte FENRIKGOOPAGQE A1

YR @2dz GKAY] W2K LQY 3J2Ay3 G2 3F2 G2 o06SR
L y2G W odzi Al slayQid + t2y3 GADBYy GKFG &1
Y& 0SR YR L 2dzAad Llzi Al 2FF 6KSYy Yeé GAYS
RSIf YR AT L KIR 320 yAO0S YdzaA O L LINROI ¢
KFGSR GKS Ydzaa 0 L KIFIGSR AdodQ togd CSYIES &

One participant described how fimdi time to listen was easier during week when he
had a routine, but harder at the weekend as he was out of his routine, despite having

more time.

WGKS 0dza GNRLI Ayid2 @g2N] oddaz2 RdNAYy3I (KS
for the whole time tha itwas onthewee§ Yy R G KI &G LQR o6S fe&Ay3a A
every day at the weeknd.....well it was just out of my routine and so on the week

ends.. there was no set time when | could just sort of sit and listen and so | probably

had more time to siand listen on the wee&nd but it was easier to manage when it

gla LINI 2F F NRdAziAyS®Q t1v alfS awt

Most listenersiescribedexperimening with finding the right timeo listen in order to
find the bestonditionsfor creatirg a good listening environme Headphonesvere
reported to havielped with this.
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WL g2dAf R GF18 YeasStF rsle Ay G2 GKS oS8R
That was the best time, basically it was before going to bed for the night or | would
go after my meal ahight and then | would come back through.

Interviewer. Did you listen to it with earphones or just straight from the CD
player?

9K &SIK Al ¢6la SIFINLK2ySaodQ tn alftsS xzwte

Where headphones were not used, shutting out noises from the outside world was

described as difficult because the outside noises were distracting.

YWodddoSOFdzaS L ¢l a fAadSyAy3as L ¢l ayQi f
from my computer so it was very hard to switch off from the noises around the house,

in the streetand all that and then keep my mind focused on this what is on the tape...
WtH CSYFIES zw¢

8.4.2.40pen Expectations

@OpenExpectationd was a theme that was revealed on interview analysis that also
influenced continuingengagement withistening. Participants who expressed their
expectations of the interventions in open, 13pecific termssuch as finding ways to

deal with existing stress, also reported greater engagement with the programme.

wedad (2 &a2N0 2F KSfL 82dz KFyRES GKAy3Ia |
fA1S GKFI®dQ to alftS +xwe

WL RARY QO KI @S &3y & 2LdNB G/22yp0 94 GAR yAQRIS i K A v 1
GKA&d FYR FAYR Al RARYQU ljdAaGS &2dz 1y26 YlI
FSStAYy3IQ twm alfsS xwt

This | ater guote draws attention to the

outcomes, and thaf there is no specific expectation, thenstimay be helpful in
engagementiowever some participants reported hadpgcific expectations of what

theyhoped to gainOne participant described managing a mismatch with expectations
by re-adjusting his gpectations.

186
PhD Health PsychologyThe University of Edinburgh2014



187

WL YSIYy AG 61L& I 60A0 RAAO2YOSNIAY3I G FAN

to be music so | think | kind of expected something else to happen..... You know |

was waiting for someone to say something so it was just like “alhahbthing is

KFELILISYAy3aQ FyR GKSyoodLid gl a tA1S 62118 3

L {AYR 2F 320 dzaSR (2 AlioddQ tT1 alfs$ we
In contrast, participants who described havisgecific expectationsexpressed
disappointmentith the intervetions, when these were not mébr example one
participantwho had received MRTeported hopingdr help with sleeping and letting

go of worries expressedisappoinment thathis had not happened.

WL g2dzZ R al & {KI {thdn | thoMghty Would whena digreéd$oa a 2 dzii
R2 Al FyR LISNKILA L ¢6la SELSOGAYT GKAA YA
Al 61 & NBfFTEAY3IZ L RAR o0SySTAG FNRBY Al oc
thought | might.

¢Y La&a GKSN3BhaveyikeditiHHaye got duofitee programme but feel
you did not? Can you put it into words?

Wo9Ys LINRBolofe | 3I22R yA3IKGEQa aft SSLI
G2N] | 0A0 Y2NB | yR Lo ORnSlgMRT 6SS

Similarly another participanteported expectingj2 weeks of relaxation arexpressed

being rather disappointed by the self confidence building aspects of theavi@T

unsure of their benefits

| was thinking it was more about thelaxation so | thought you know 12 weeks of

practising the relaxation that will kind of bring you to the level so | was a little bit
disappointed that you know that they have this bits of this self (confideticep dzii L

think maybe it was helpful forothédS 2 L S ' yR &2dz {y26 LQY &t
YS yeUuKAYy3 odzi YI&06S AGCPRReRAeVRTE0S L 2dz

These latter two participants, had also described finding it hard to complete the

programme, | inkiFmgngRewa s sbhéememeo the 0

8.4.3 Summary ofthe main themeMotivation

Personal characteristics and experiences emerged frooathathat were found to
influencemotivationto listen tothe programmeThese were found to relate to either

ol nitial Engagement d or o6Continuing Engai
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0 | n i rigagamer@vias reported by many participants to come from a recognised

need for help in managing stress. However some participants expressed taking part
becaise the programme wastheret hey we r eaGuobdlddtionally beidgsi v e |
willing to engage in this type of programme may appeal to those with previous
experience of alternative therapies, as the factdhlatt Ma d was & eomraoa 0

theme reportd amongst interviewees and this may have made it easier to fit the
programme into their belief systetikavi ng a OFavour abl e Progr
daily listening, anonymous sdtielp, wasalso a theme that increasedphe o gr a mme 6 s

appeal for some picipants thereby enabling initial engagement.

6Continuing Engagementé with the progr amr
Rewardand if reward was slow to be realised, then othetivations were used such

a s onmntmené However @mmitmentto the research project could also be an
inhibiting factor if there was a sense of needing to fulfil the role of a research subject.

Ot her facilitating themes that emar ged
Rout i nheadvianngd 6 Op en Havine o spedific expestdiionBhis . e .

latter themewas highlightedby thosewho expressedpecific expectationslso

reportingfinding less benefit antlavingless engagement in the programme.

8.5 Benefits

The benefits that emerged frolmp t i c i p @tions sftheir @eeriencei of using
the programmaevere categorised intfour themesi 6 | n c r elaxatier@o LIRet t i ng
Go Of Workcreasexlsniidencéandd | nc r e a s &ilbd Thege themgs S

will be described here.

8.5.1 Increa®d Relaxation

The programme was explained as a relaxat@ning programme; indeed this was in
the title, (i.e. Music Relaxation Training (MRT) and Verbal Relaxation Training

(VRT)) and therefore perhaps it is not surprising tlladse wholistened, tothe
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interventions describe how they had learnt to rela®ome participants found that
they had learnt this skill fairly easilglescribing sing the techniquetughtin the
VRT programme. One participardlso reported findingthe musicevenput him in

receptive frame of minds well

& 1y26 AF LQGS | LI NIAOdzZ I NI & adoNd & a T d
and | know how to relax from the top of my head all the way to my feet basically the
gl & GKS [/ 5P4Mae®@RIG YSoPQd

WL GKAY] GKS NBf I E lcérthiflyyaftes dRil | cOuldYefax T+ A NI &

quite quickly you know using my kind of trife Y SOKI yAayYQ twm al S =

WL F2dzyR gAGK GKS LINPINFXYYS Al ¢l & 3IF22R T
make me feel relaxed, as soon as | heard the guitar music it got me into that kind of
frame of mind, you know a very receptive frameof mgid2l dzf R al @ Qd tm al

In contrast to these descriptions from participants in the VRT group, participants in

the MRT groups did not exprelavinglearnt relaxation techniques, rathmelaxation,

if experiencedwas acquired by association with maktimge to relax and listen to the

music. Ongarticipant described holaehad not been noticatlat he felt more relaxed

until the second month.
X o0dzi GKSY 0SOldzaS L Faaz20AFr SR GKS Ydzaac
relaxingX.A i ¢ I aly@Adzidzyiik$ aSO2yR Y2y UK 6KSy L
know when | realised actually | was actually enjoying the bus trip to wadrknade
it nicer to kind of get on the bdB7 Male MRT

Similarly another MRT patrticipant explained how she had experieheectlaxation

slowly and that it had seemédrd work to develop.

Interviewer: | mean do you feel that you gaineddm listening to the programme .

aY L GKAY]l L RARZ &8Sa L RAR F¥SSt X Sy [I1
begin to feehuite relaxed listening to the tapes.

Interviewer: How long did it take you to get used to the sort of music?
| would say it took me to the second tape, you know the whole first few weeks |

found it slightly a bit of a chore but | was determined togam withitQ ty CSYI S
MRT
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In contrast, elaxationwas described atevelopng quickly for those with VRT which

made it easier to continue with listeninhis links tothet heme 6 Fi ndi ng R
previously describedvithi n 6 Cont i nu i nTpis isEillugtratgdebynene t 6 .
participant who described a technique (clenching the fist) that is on the second track

of the VRT programme, and therefore listened to in the second week, which she found
helped her to relax.

IKSNBEQa 2yS 4KSNBE &:

YPSIK GSOKYAIldzsSod z
G§KS NBf I EI{aaddly FSSf

AGQa NBFHfte yAoS
got it pretty quicklgP2 Female VRT

Iy R
Iy R

8.5.2 Letting Go of Worries

Letting Goof Wo r r i e sbénefittlaat emarged from the participants interviews.

This theme is related to pdrmtcireciapaendt Re | eax
of not ruminating, of relaxing the mind,s wi t coéh,i nogr osfefei ng t hi ngs
way. Oneparticipant explained how knowing how relaxhelped with sleepingnd
6switching whithfside explained fmay aat mappen with other activities,

like going to the gym.

WAG KSELISR YS ddd NBf | EAY Jaukrbwiflhdvga® 6 K2 &
problem sleeping or if something stressed me very much | can know what to go back
G2 YR @2dz {y26®Q tH CSYIFIfS +*w¢

Y a2YSGAYSa @2dz 2dzali ySSR G2 agAiGOK 2FF |

the gym or do other things but sotiraes you can still keep your brain going so (its

322R 2 0 {AYR 2F fSINYy K2g (2 asAliOK 27F1
Similarly other participants reported improved sleep. One participant described how
the rel axatswint diden tprfkidgaltout morkbwhen he went to bed

at night to sleep.

WL GKAYy1l F4 GKS GAYS AdG o6l a | OGdzZ tte @KAT
difference and certainly at the time when you listened to it, it was certainly a

relaxing thing because you éw sometimes | would go to bed at night ayal

would have things would have happened at work or something and it would be
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difficult to get that out of your mind ..switch off, especially if you had been working

hard that day or whatever and thiswoulds&rtf 3S4G NAR 2F GKIF G | yR
unsure that was not the intention of the CD but once | started listening to it that

2Nl 2F ¢Syl @2dz (y26d W to altS xzwe

Anotherparticipant described how she was able to reframe stress, to see it in a different
way, © help her let go of it

Ly dSNIASGSNY 22dzf R @2dz ale &2dzQ@S Il AySF
programme?

WoY LINRPOIlIO6fe& G4KS ONBIFIGKAYy3d FaLsoaga 2F¥ Al
a case of you know | need to come first and kioaw if anything else then you need
G2 €221 FFOUGSNI 82dNBESETF NIGKSNI GKIyYy @&2dz 1y
R2y Qi R2 AG ay2062Reé&Qa 3dJ2Ay3 G2 RAS FTNRY A
J2Ay3 G2 aaNBaa YeaStT 2dzieQ tp CSYIFfS v
One patticipant described how having to listen to the intervention had resulted in
reorganigng his dayin orderto maketime to listen to th@rogramme and that this had
had a very positiveffect, as, in so doing, he developed a system of work management

(checklists) that enabled him to not worry about work.

W 2KFEG Ad FOGdzatfte SYyRSR dzZLJ R2Ay3a F2NJ YS
6SYyli K2YS FYyR LQ@S | OGdztte {1SLWG GKFG dzLd
66Stt LQY y2{ 3 fiskfiysBthing K M rdedhing s6 arite@énd O |

GKI G @2dz ySSR (2 R2 G(G2Y2NNRBg O0ST2NB &2dz f
G2NNE Fo2dzi 6KSGHKSNI 22dzQ@S FT2NH2GGSy | yeél
O2yiAydzSR GKIF{i GKNRdAK2dzi a2 (KA&a gl &Xx
IntervieweNJY {2 A0GQa It GSNBR @2dzNJ YS(K2R 27

Yeah, no absolutely because | knew | had this half an hour in the morning where |
KFER G2 S0 vYeasSt¥T NBfIEZ LQOS | f GSNBR Yeé
P7 Male MRT

8.5.3 Increased Copingkills

Anot her theme that emer gedsrélatedmthérman part
t h e me enefifdwasBavingd | ncr eas e d . Thes phenmegvasSdvaaled s 6
through participant descriptions of being able to manage their work and home life

better.
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Many participants who listened to the VRT talked about the specific relaxation
techniques taught in the VRT programme dedcribechow usirg the® helped them
cope with stress, such as maintaining control, and how this had given them an
increased sense of coping, now and in the future.
WLQY 2dzald Y2NB NBfIESR | 062dzi GKAYy3I&d y26
feeling down | know howo cope with it, | can go and relax myself, | can withdraw

YR 282dz (Y26 dAS AYTF2NNIGA2Y LOGS 8k Ny
y2g GKIFIG L Oy dzaSo»Q tn alf$S xwte¢

LO@S It NBFRe LAOISR dzLJ a42YS 2F {(d&S (ALl
that' (clench and relax the fist) when you feel yourself losing control and
O2yOSYyGNIrGS a2 L adtAftt R2 GKFIGEZ odd GKI G
Female VRT

Participants reported how they felt they could cope with work betten, asibeing
more relaxed on the phone, when searching for something on the computer or stopping

overthinking about work.

W L s2dd R ate S$0Sys L YSLy Y& 28y 62N} R;

odzi 42YSGAYSE 6KSY LQY 2y &Feé& GKS (S8t SLK?

2y (GKS 02YLI2iSNE YHe&oS 0ST2NB L YAHKG K ¢

shouldbeR2 Ay 3¢ @2dz (Y296 o0dzi y2¢6 Oly 2dza il NX
aN

L
FTAYR AGéZT a2 AdG O0GKS LINPINIXVSW artdeadi owde F

L O2dzZ R F¥SSf YvYeaStFt 3ISGUAYT {AYR 2F 62NJ €
it (the intervention) on as that kind of barrier to that kind of wanting to you know
startthinking ..ovedi KAY { Ay 3 Fo62dzi ¢2N] o0ST2NB AdQa

One participanexpressed his greater coping ability through a greater sense of his

ability to make decisions.

YhyS GKAy3 L GKAY]l doodL FSSt GKFG L YIS

Interviewer: Really?

z

hNJ FG £S8Fad Lidzi AG GKAA sl& L R2yQh RSt AC
Ale 66S8ftt LOOS F204K e0DdzES (KIZKIE. RGEY R (L
NBYFAY | LINRPofSYas AdQa y20( a2vYSdKAy3 L ¢
y2i Ay SOSNE aAddzr A2y o0dzi OSNIFAyfte& GKI{
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Interviewer: And you can definitely see a differemfrom before?
Yes | think so,
LYGSNIBASGESNY . ¢KFEiQa FraoOAyl GAay3

LQY y2i oo L R2yQiG 3§
0K

lj
GKAYl 68ttt G(GKAA A& S

And hereportedthat the skills he had learnt could quickly be applied when needed.

Y L R2y QG F¥SSt L KIFEI@S G2 1SSLI tAadSyAay3
once you learn the techniques you can apply them much more quickly and I think
thatandaslsai®l NI 8 2 RSOA&A2Y YI1Ay3aI LQY adzNB
YAIKG KIS 0SSy o0STF2NBPQ twm alftS zwe
Other participants found that the programme had beneficially impacted on their home
lives. Oneparicipant commented on noticidgpwhe nolonger carried his work idss
home, no longer needing moan tohis wife, andanother participandescribed how

he wascalmerand better able to cope with his kids.

2 dzLJGAIK(G @&2dz YA:
yS LQY F2Aiy3I F2NJ

l'

WL dza8R (2 32 K2YS FyR Y2ty Fo2dzi Y& 62N

..just got fed up basically listening to it but | had to get it out somehow, now that
R2Say Qi KIFLIWLISYyQ tn alftS xwt

WEA1S L 6Fa aleAy3 SINIASNI Fo62dzi @2dz {y2q

know approach things and get all flustered or into a panicvar react if the kids

GSNBE YAA0SKI@AY3 2N a2YSUKAYyIAddd LQY &dzNE
ASNRA2dzat e &SIKo® LIOAYR &@eNBT L QY 60 SUGGSNI 6 A K

And that similar to other participants he expressed that this change would stay with

him.

LY dSNIBASESNY 22d2 R &82dz alé& OGKFGQa AYyONBLI

doing the programme?

L GKAY1l AlGQa &aitleéSR 4 GKKrG t€S5S@0Sts L ¢l a

0l 01 AyilGz2 @2dNJ 2fR gF&a 2N 6KI §SOSNI 6 dzi
learned something and it stays with yaut o VRTf S
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One of the techniques the VRT programmaeayaslearning to use visualisation to help
increase feelingsef confidence and competencefirture situationsln this technique
the person imagines himsilérselfin a situation in the future where /Bke is
managing that situation vile Oneparticipant explained how hadused thigechnique

to help prepare him for an important evand that perhaps this had accounted for his

feeling more relaxed than he had expected at that event.

WL { K Nishdliselmys@lf-dging things....I did feel more relaxed (during that

event) than | thought | might, when the time came, whether this may have been
a2YSUKAY3 (2 R2 gAGK GKS LINBINIYYS L R2Y(C
technique of seeing mys$éh the situation and trying to you know see myself doing

gKI G L KLRaeWVRT R2 ®Q

Similarly another participameported seeking to uskis technique to help deal with
anxietes about presentations at work and described his sense that he wadd i

more confident but as yet had not had the opportunity to formally test it.

WhyS 2F (KS GKAy3a GKIFIG &d L 6SOFYS | 0AC
asked to do presentations and things like that, as a lot of people are, so another

reasonalRk L QY y20 G22 &adz2NB 06SOldzasS LQ@S y2a N
8SH AYy | F2NXIE glex LQOS KIFIR &a2Nl 2F AyT
Z

AYFIAYEGA2Y 2N LQY 2dzad + 68S o0Al Y2NB
I.

0
become confidelh o6 dzi LQY K2LIAYy3d GKFEG X Qto a S

f

8.5.4 Increased Confidence

The theme of6 | n c r eoafideaod alsB emerged as part of the main theme

6 Bnefit€y and will be described here.

Within the VRT programme there was a track specifically focusing@easing self
confidence and perhaps not surprisinghany of those listening to the VRT
commented on an increase in confidence. Confidence was expressed in different ways,
sometimes this wadescribedas st feeling more confidenthroughfeeling more

confident about being able to cope in the future, or feeling more positive about oneself.
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UAxiQa 3IABSy YS | 20 Y2NB O2yFARSyOS I yR
I OQlGidzr tte y20A0SR | 6A3 RAFFSNBYOSe Ay GKI{
O2y FARSY(d FyR L NBtIFGS G2 LS2LXS oF G 62N

This participant, who had previously been experiencing a lot of stegsvork and had
been off workwith depressionalso described how using the programme had given

him a sense of beingnfident he could cope better in the future.

W SIK YR AT (GKS aAddzr dAzy o0adGNBaaFdd &aAl
better prepared to deal with it and | still use some things | learned from the CDs you

know the relaxation, the shut my eyes, take a deep breath, relax my handsrthe p

where you visualise you know or a place you wanted to be, a safe place.. P4 Male

VRT

Other participants described a sense of confidence as increased positive feelings about
themselves, i.e. increased se#iteem. For examplene participant with th&/RT
programmaeaeported that the programme did not build t@nfidenceas perhaps she

did not need this, but later on in the interview she described being able to thinking
about herself in a more positive way. This may reflect differing interpretatfonsat

confidence means.

w2 8ff L GKAY] Al KSELISR YS 66AGKO (GKS K2
helped me in building up nseltconfidence2 NJ 1 KS gl & L &4SS YeasSt ¥

YIreao8s 4SSttt L R2yQi 1y26 AT L ySSRSR Al o

LYGSNIDASGESNY dddgKI G R2 &2dz 6KAYy]l &2dxQdS
listened to the programme, have you noticed anything different?

Well | think, well now it would be kind of, again just what | said before but I think
that maybe thinking about yarself positively .... you know sometimes to kind of
praise yourself and think about yourself in a positive way instead of just challenging
€2dzNESEF it GKS GAYS®QtH CSYIFES xwe

This sense of feeling positive about oneself was also expresseubther participant

who reported being pleased with himself and that his confidemteoping strategies

were now helping him tackle his weight.
O SFK LQY ljdzAdS LX SIFaSR gAGK YeaStFT 060SOl dz
justwantedtositinth© K ANE L RARY QO ¢glyd G2 dGFrft]1 G2
RARY QU glyld G2 R2 |yedKAYyIZodd odzi | & I
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LQ@S 320G O2LAYy3 aidNIGS3Asa L Oly dzasSs &2
AdadzsSQ tn alfS xwt¢
Another participant described a shift in her attitude that made her realise that she could
get help from outside sourggssh at you dondét al ways have t

This perhaps is a result of feelitess negatively selvaluative and more cadént
about asking for help.

odzi LQ@®S fSIFINYySR GKIG | Oldz-tte AF &2dz asSit
€2dz YAIK(G FOhGdzatte FAYR KSELI 2NJtSIENYy azy
Al y24 Fftglea KFra (2 o682 02d0 2®Rdn | FRLISYR
yourself, that you can you know, do other things, you know, for example looking for

01 1LSa gAGK GKS NBtIFEIFIGAZ2Y @2dz 1y26Q tH C¢

8.5.5 Summary ofthe main themeBenefits

Four t hemes were revealed relating to d
Rel axati on @ Wodlretetsibng 6Gcmcreased Confiden
Skill sé. These t hreaetsey related topdsitive effectsefrtiei n k e
programme, they arémportant in maintaining engagement with the programme,

linking thisthemg o0 60 Fi ndi ng Rewa®rChand, naitnlge rBe gwigte

Although the interview data was qualitative data and as such drawn from a small group
of participants interview data revealed a marked differencepanceivedbenefits
between the VRBnd MRT groups. The VRT participants reported increased ability
to relax and ability to let go of worries which resulted in better sleeping. They also
described an increage selfconfidence, in feeling positive about self and in personal
abilities to cope in the present and in the future, at home and work, through for example
increased decision making and being able to relax. However, in corMiRat,
participants did noteport such benefits'heir experience was expressed in terms of
acquired relaxation through taking the time to list€his difference reflects the
differing intervention conditions. The VRT group listened to spoken word tracks
specifically designed to aeh relaxation, confidence and other coping skills, whereas

the MRT participants listened to only music.
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8.6 Limitations

Findings on the main theme bfmitations of the intervention (see the conceptual
model at start of this chapiéfigure 8.1now be pesented here. Three themes emerged
from the data within this main theme, which wérackofGui dance 6, OFi ndi

and OExt efShales¥idbew

8.6.1 Lack of Guidance

Lack of guidance on how to use the programme wabeme relating to the
pr ogr slimt@eodthatemergedfromeh par ti ci panTihssthement er vi
reflecteda desire for guidance, to be able to have someone to dibeugsgramme

andprogresswith; a ned for reassurance that they werethe right track.

BHut it would have been actually nite have kind of anid-way checkpoint and |

mean | know we got the forms to fill out but it would have been nice to have
someone to discuss the process with kind of half way through jusictodithyou
1Y26 AF X &2dz 1y2¢6 2dzad G2 {AYyR 2F &S
0KSNBQa lyeiKAy3d (KFG L O2dZ R 0S R2AY
P7, male, MRT

S
3

T
Sy

Onepatrticipantwho listening to VRTprogrammethought that imay be a good idea
to have guidanc&om a specialist who could assess if the programme was right for

that individual.

WGiKS YAydziS a2YSo2Reé aléa 62K LQY YILeéoS$s

they should be referred to a specialist who then lookksays “right well okay what

Aa (G0KS o0Sad ¢le 2F GNBFGAYy3 GKFGQ YR AT
FAYS Oldas y2d 2yS GKAy3 FAGA SOSNBo2Re ¢

One prticipantreported that as the MRT programme was only musegetivas no

spoken word to give some help in the form of tips, which he had been expecting.

1 YreosS GKIiQ&a éKé L UGKAY]l &a2vyS$S 27
L GKAY]l AYy Y& KSIFIR L gl a SELISOGAYy

OI.E

wmwr
D¢ >
"<

0K
Ol dz
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Similarly another participant, in the VRT group, expressed that he was glad he had this
intervention, and not the MRT intervention, as the music intervention would not have

given him directions.

WL O2dzZ Ry Qi AYI 3IAYyS A Fimagine ok that @aldd lelp Y dza A O3
you and put you into these situations you know or make you think in that way just
gAGK2dzi | ye@o2Re& 3IAQPAYy3I &2dz RANBOGAZ2Yya @2c
P3 Male VRT

More guidance may have helped participants wstdad the programme, for example

one participant reported how she did not know if falling asleep was a good thing or

not, that she felt bad as she had not managed to keep her mind focused on the exercise.
It actually did (help with sleep).

Interviewer: ¢ K| 1 Q& & dzLJS NJ

52 @&2dz GKAY]l GKI
AGT Al ol a A7

322RY L ¢l a FSStAy3d c

Q3
2K Yeé 3J2RQ®

l.j
6

(s}

Ly dSNIDASGSNY b2 R2y Qi TFSSt o6FRO®

| was feeling really bad, cause | was like “oh no | totally lost it, $ugmsed to

1SSL) Y& YAYR FT20dzaSR 2y GKAAa SESNODAAS | yF
Ly dSNIBASSESNY 28ttt LQY y2i (GKS SELISNI Ay

0K2dZAKG AT A0 KSfLISR &82dz2NJ af SSLI 4K GdQa |

2S5ff A0 RAR®PQ twuw CSYIfS zwe

Another participant, whdad the VRT programme, expressed a number of practical
ideas on bw guidance could be improveHe explained that he thought it may be
helpful to have a DVD with practical tips for example on relaxation and visualisation.
This could also & something totow the family.He thought a group session on
relaxation and breathing techniques could be helpful for some people, although he
recalled that from his own experience of stress and depression, that he would not have
wanted to beraund peopleHe alsoreportedthat hethought a follow up session was

a good idea.

WLT Al o6Fa Lzt 2yid2 | 5+55 @2dz F Oldz €& &

know ...that might be helpful for some people or to actually have a session with
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someone taking a whole grouprough itXalthough when | was depressed and
NEFffe adNBaasSR L 2dzad RARYyQlG gbyd G2
are, ..

(@]}
w»

LYGSNBASSSNY b2 odzi GKIFGQa NBFffte AydSNE
I OGdzl £ X fA1S Kowonf @ontas iDiele anithe scyeendoRadzNJ
group?

CSEFK YR | @2dz (y26 tA1S Ly SEFYLXS 2F &z
difficult to visualise a place where they were .. you know and if they were getting

tips and hints and something practi¢alsee because | think most of our learning is

done by seeing so to see something.

¢Y ¢KIFGQa 3INBLIGOP lyeidKAYy3I StasS GKIG &2dz
9K L R2YyQlG (y26X YILeoS az2YS coddb#useff F2f f 2
LQY GNEBAY3 ndly bgikghnyolvedXasbwell, ks@ppdse ifhlere was

a2YSUOKAYy3a @2dz O2dA R akK2g (2 | LI NIySN v

Lack of guidance also emerged as being linked with the thitnMade Sensg a
subtheme ofdnitial En g a g e meerdt Made ®nsé theme highlighted the
difficultly participants found in understanding an interventibatthad very little

explanation

8.6.2 Finding Time

Another limitation of the programme that was identified in the data was the theme
0 Fi ndi nThos@& pari@pants who reported that it was difficult to find the time
to listen to the programme, attributed this to less engagement and identified it as a

limitation.
WL YSIYy L 1y2s Al 2yte GFr18a tA1S8 My YAy
GKS GAYS (2 R2 Al sl a LINRolofeée 2yS 2F (GKS

Participants also described having competing priorities for their time and how it could
be hard to make the time to listen.

WL O2dzZ RyQi NBlIffte FAG Ay GAYS RdAdNAYy3I (K
you know | tried to do it when | went horusst to sort of take time out to do that

but then if | was , had something on in the evening, | wanted to get the meal made

YR X a2 A0 glayQd NBFftfe LINIYOGAOITQ ty
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Similarly another participardescribed how shegped listening to the CDs Heere

was just too much going on her life. She describdtbw it wasnotthe right point in

her life to fit in listening to the programme; theveretoo many demands on her time.

QL GKAYy|l GKIFIG 61 a GKS ¢NEPY Jinghddy&he T Y&
things ....I would like to do it in my own time separately...... | would like to do that
@2dz 1y296 | Y2NB fSAadNBfe LI OS gKSy Al
2F SOSNRBGOKAY3 SH6EeHaldMRT 1 KS al YS (AYSQ

This theme alsdinks with the &Making a Routiné theme which is a themwithin
6 @ntinuingE n g a g e Datarframdboth théVlakingaRouting ndafFinding Timed

theme both suggest that female participants find it harder to find the time and establish

a routine thammale participants

8.6.3 External view of Stress

The third theme to emerge from the

d.imitationsdwas the theme afExternal Viewof Stres§ Paticipants who reported

finding it hard to engage with the programnialked about feeling h e | pancke s s 6

stressorsbeingi mmovabl eb

@ lot of the things in my life are immovable at the mon@ntt mm CSYI £ S

A participant, who found MRT had not helped her let go of her stress, explained her

inability to relax was due to an unresolved external streBsorthisparticipant her

stress was perceived to be outside her control.

t A

part

aw¢

waz2 LQY y2i 3IRYRIVARBTESEt SNBel KBRI IS dzy i/
S

a2Y82yS StasduvQ ty CSYI ¢t awd

Similarly another participant who hat engagedith the MRT, also expressed stress

and stressoras something she just had to go with, unable to be changed.
w2 Sff L KIGS + @OSNEB adNBaatdd tAFSE

continually.
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Interviewer: What do you mean by surf stre8s

Y 2dz OFyQl asgAiAyY (KgpuBiteth&watkes, get ¢hgpurddagdii Kl @S

YR 2dzzald 32 20SN) 0KS 41 @Sa  o0AGX &@2dz OFy
Female MRT
This view of stress, as out of oneds con

with VRT, whohadalso reported limitedrgyagement with the intervention.

WOPGiKSNBE 2dzaid loaz2ftdziSte y20KAy3a L O2dzZ R

Analysis then suggested that having an e
a perception that inhibited engagement with the pnogne and therefore a limitation
to engagement.

8.6.4 Summary ofthe main theme Limitations

Analysis of the data revesthat having more guidance on using the programme, either
from a point of contact and/or DVD or group would have bkelpful for some
participants Another theme which was identified as being related to limitations was
0 Fi ndi n @his Telatedk té6 thalifficulty expressed byfemale participantsin
prioritising the time to listen, and the negative impact this had on being able to listen.
It was notable thathis limitation was not expressed by the male participants.
Additionally, some participanteho had found it hard to engage with the programme
expressedn external view ostress;ithat it was not under their contrdh contrast,
those whohad described positive effects from engaging with gregramme(see
O0Benefitsod t hasmeesche8BhawnygafeelimgoBbeibg)incontrol of

their stressandmore able to copean internal locusf control
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8.7 Theme Integration

Throughout the description of the themes and subthemes it can be noticed that there is
considerable overlap of many themeBhe interviews were an exploration of
participant§experiences and insights into their use of the interventions and analysis
drew on revealing the themes and categories of these descriptions. Inevitably there are

commonalities between these.

Withinthe@Cont i nui ng themega example the tllerdeFi ndi ng Rewa
is clearly overlapping with the main theme @fB e n e &inding Fbe w a was 6

identified as one of the factors that increased motivation. Difficulty in finding rewards

is linked to the theme od Fi n d i n githid thenmeath them& Li mi t,ast i ons 6
without the positive feedback from finding rewards, participants reported that
motivation to continue listening was harder, and therefore it was harder to find the

time to listenSimilarly there is a link between the motivationthemé éft Made Se n:
andthed L a € k Ga i d a nwithidthet Imdatioms theme, as without guidance

it may be harder to make sense of the programme.

Benefits encompasd immediate pleasures, &uas relaxation as well as later gains,

such aghose reportethé | ncr eased Coping Skil.Theré and
is overlap between the benefits described, many of which developed from the
increased ability to reladdowever in order to teasmrit differences and complexities

of the interventionsthe benefits reported have been categorised fouo themes

which encompass relaxation, behaviour change and attitude change.

Finally it seems appropriate to comment on the cyclical nature of agmosuch as
listening toan intervention over 12 weekBYy this it is meant that relationships and
associations that became apparestnat necessarily lineanot a simple cause and
effect relationshipFor example theMRT participant who in order tenake time to
listen, had toreorganise his workTo reorganise his work, he developed new work
strategies (check lists) that resulted in hrrying less about work, and freeing up

time to listen. He was then able to relax and gtigiening which made hin more
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relaxed whichin turn positively impacted on his work. This illustrates the complex

and cyclical nature of change.

8.8 Summary of Results

In summary motivationto listen to the programme was found to consist of two themes
Folnitial Ehgadagomenndi mgq Engagemeast . ol
influenced by looking for help with stress, being open to the opportunity to try the
programme finding the structure of the programme appeakmgl also having an
understanding of how the programme worked, so that it made sense wigtingex
beliefs and experiencedlotivation for continued engagememias influenced by
finding rewards, making a routine for listenjigeing committedand havingopen
expectationsThose participants who reported specific expectations were also less
likely to be notivated to continue listenind.imitations of the programme were
identified as being lack of guidance, finding time to listen andhigaan external view

of stress.There also emerged from the data a difference in the ease arjeangnt
between men and womew.omen reported having competing demands on their time

which impacted on their ability to find the time to listen.

Many benefits were reported hyet participants, and these were categorisedf@utio

themes 6l eased Rel axatfowWérrodoesedbti agnGoeased
0l ncreased .OMpni trege behéfiiswele seRperienced, participants
reportedpositive effecton theirwork and home life.

The participants were drawn from two different groups which had different
interventions to listen to. There was a music relaxation training group (MRT), and a
verbal relaxation training group (VRT). Although the themes identified froen th
participants data are relevant to all participants, from the process of contrasting these
two groups it was possible to make clearer the motivators, benefits and limitations of
the interventions. It seems appropriate to comment on differences obsetwedrbe

the VRT and MRT groups, with the caveat that inferences drawn from the comparison
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are indications of possible differences between the VRT and MRT groups, which are

discussed in conjunction with the quantitative results in the next chapter.

The quétative analysis revealed that for those participants that were interviewed,
there was a clear difference in experience of those participants in the VRT group
compared with the MRT group. The absence of the spoken word in the MRT directly
impacted on ski$ learnt, as, unlike in the VRT group, there was no instruction on
developing relaxation skills, using coping techniques and visualised rehearsals. This
may account for the difference in benefits between the two groups. Perhaps not
surprisingly then, thasin the MRT group reported fewer benefits which were more
slowly gained compad with those in the VRT grouphis impacted on motivation,

and therefore motivatial factors other than rewardhad to be employede.g.
commitment Participants views expssed that miovational factors may be harder to

sustain without finding reward, such as when the music was not liked.

8.9 Consideration of theConceptual Framework

Data analysis of the interviewdescribingthe experience of listening terms of
benetfts, limitations and motivationhas been described within the conceptual
framework shown in diagram 8.1. This illustrates the interconnectivity of the three
main topics which reflect the three main researchstijpies. These questions are
designed to explore the participantso ex|
VRT programme and are part of a larger study comparing the two interventions. The
conceptual framework was designed to get beyond the sdiffdeences between the

two programmes and to explore the similarities of experiences of listening, whilst
giving a structure for discussion of themes, concepts and their relationships. It was felt
this would allow emergence of richer data relating toivatibn and limitations and

this is reflected in some of the themes that have been revealed, such as open

expectations and lack of guidance.

Fr amewor ks do have their | i mitations i n

these. This has beaddressed by the consideration of overlapping themes within each

204
PhD Health PsychologyThe University of Edinburgh2014



205

section and the overview of integration themes at the end, before this summary. The
analysis is an exercise in balancing the complexity of the data with simplicity of

structure to enable dear understanding of the emergent themes.
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This chapter will discuss the findings from participant interviedescribed in the
preceding chaptewhich wereconducted to elucidate understandings of the process
ofengagement with the programme and part.i

programme.

The interviews were based around thnasearch questions, which were; 1haw

motivated the particgnts to listen to the programme; 2hwat wer e t he par
perceivel benefits of the programme and; 3hwt wer e the partici
limitations of the programmelhis chaptemwill discuss the findingsn relation to

answering the three research questidoifowed by a consideration of the method.

9.1 What motivated the participants to listen to the
programme?

Participant motivation was found to consist of two theinésl ni t i al Moti vat
6Cont i nui n gTheMrderview analyisi® foudd that initial motivation to join

the study was expressed adesire to find help with stress; ways to help themselves

feel better and to cope better with stress.

The thé#dMadeBebed al so emerged from the dat
motivation to join the study. This theme was identified from participass 6 descr i pt
of previous experiences with similar o6alt
ol t Ma d en n¥gvatisnedan be understood within different motivational
theoriesFirstly selfdetermination theorgRyan & Deci, 2000proposes that the more

fully processes are internalissdch as when something makes sense, then the greater

the motivation. Secondly ttaibution-based motivation theoryWeiner, 2012)
acknowledges the influence of past paa history(such as previous experience of
therapies)n causal explanation of processes and outcofftesparticipants in this

current studyreported past experience of similar programnsegh as alternative

therapies, e.g. tai chi, andnitay be thathese previousxperience made it easier for
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participants to enter the programmeitafgited in with their beliefs, experiences and
understandings, which may have increased their intrinsitivation to try it.
Alternatively, of course, it may be that ttype of person who is drawn to alternative

therapiesmay be also attracted the idea of the programme.

Linked tothe dt Made Sensgtheme was thedlack & Gu i theme avighin the
main theme ofLimitationsd This may have been particularly important in this study
as due to the research study RCT methodology (study 1), the participants were blinded
to control or intervention, and accordingly then to prevent disclosure of the active
intervention, there was very little explanation of the programme, particularly for those
in the MRT group who only had music to listen to whereas those in the VRT had
instructional tracks. Without some prior understanding aodgnitive framework it

may hae been hard to understand the process. The Positive Meérggiling
Programme as it is currently used does include a DVD that exphansthe
programmeworks This lack of information also emerged as a limitation of the
programme for some participants evlioiced the lack of a designated person who

would have been able to provide guidance, where necessary.

Another theme which emerged from the data, that was associated with continuing
motivation to listen, was havingOp e n  E x p @tleet reséaicloers savve reported
that openness is associated with motivation to pursue promotional goals, such as
increasedexercisg(Senay et al 2010)rather than prevention oriented goals, such as
drinking less alcohol\(aughnet al 2008) Similarly Hassin, (2008) suggested
preventive goals reduced opemnndedness, and comgely being more closed minded
was associated with having more specific goals. As voluntaryhskifprogrammes,

both the VRT and MRT interventions provided promotion related goals, i.e. a positive
outcome of coping better. Interestinglhough not quatitative in natureit emerged

from theinterview data analysis in this stydiat mendescribedeasier engagement

with the programmecompared withwomen. Perhaps this is a reflection of the
promotion orientation stance of the programme, supporting ot¢searchers finding

that promotion orientated approashare less appealing t@omen (Soffer 2010).

Additionally, this current studyevealedthat women identifiedd Fi ndi naga Ti me 6
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barrier to engagement, reporting conflicting demands and difficulignga routine
(described within the 06LThismmay betekptaineslby s e c t
the social roles of womewhich maek it more difficult to prioritieslistening.Indeed

social roles have been identified as contributing to the highdslef/stress that have

been recorded in womdihomas,1997)and stress haseenfound to be a barrier to
engagemenn women (Soffer, 2010. Time has been reported elsewhere as a barrier

to lifestyle changéMoscaet al. 1998) Similarly other researcherkdvato & Green

1990 have foundhatlogistic barriers.e.time and place were the commonest reasons

for dropping out of health promotion programmes

The data in this current study revealed that those participants who described having
specific expectations, were more likely to express dissatisfaction and decreased
motivation. Specific goals can generate expected rewards, which are externally
regulaed motivators, motivating the individual through the acquisition of the reward
(task). These are less powerful motivators than internally generated (intrinsic)
motivators(Ryan & Deci, 200Q)This may help explairthe findings in thiscurrent

study thatparticipants who expressegpecific goals (expected rewardsg¢re more

likely to expresdlissatisfaction and decreased motivatioompared with those who

had nonrspecific goals and open expectations. Suchspatific goalscan generate
unexpected rewardsvhich are more powerful motivabrs through intrinsically
generategositiveexperiencs, e.g. interest, joy, excitement and satisfactiési{by

et al. 2002. This may explain the observatiomsthis currentstudy that those with

open expectations (nespecific goals) were motivated to continlistening and
possibly found this motivation from the fact that listening was a pleasurable

experience

Per haps unsur pr i i mgl y g twRe faundicd iffleence f 0
continuing motivation. Othertsdies(Deci et al. 1999; Selaret al. 2008) have also
indicated thathe lf-autonomy aspect of learning aadquiring skillscan produce
rewards througintrinsic motivation(Grouzetet al. 2004; Vallerand & Bissonnette,

1992) It may be that positive affect (PA) is the mechanism whereby skills and

autonomy contribute to motivat to listen as it has been suggested that PA increases
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the6desirability o flsend2608,i pr 559 laed maytereased s 0

motivationwhereeffort onthe taskcan produce achievable resilsen, 2008)I1t may

be that motivation to listen was increased due to increased levels of PA, internally

generated in participants who found reward, or benefits such as enjoyment or through
the acquisition of skills, such as those reported by participants and desanitber the

main themeBenefit®h Also a recent study demonstrated that a componelMdt

increased PA in those with low ne@¢Dobbinet al.under review,)

Intrinsic reward is dependent upon actually experiencing feelings of jofLefper

et al. 199) and where these are not experienced, as in for example those participants
who did not like the music as expressed with  h g theseparticipadts reported

being less motivated, and expressed their stress and stressors with such concepts, such
as kB el ihelgesé dan expression of external control) and stressors being
dmmovablé(stable)Thi s aspect has been reported i
Stressod within Li rotheradseamhers haveSnetedt ai somilar 8 . 6 .
relationship betwen negative feedback andmetivation(Ryan & Deci, 2000yvhich

has been found to bmediated by perceived contr@fallerand & Reid, 1984)An
externally perceived locus of control diminishes autonomy and undermines intrinsic

motivation(Deciet al, 1999)

922 KIFd 6SNB (KS divedbBngfiesbilibey i a Q
programme?

Reported benefits from listening to the im@mtions were categorised into four
themes; 1) Increased Relaxation2)ting Go of Worries, 3)ncreased Confidence,

3) Increased Coping skills.

The interventions were desmed to the study participants as relaxation training
programmes and participants in both the VRT or MRT interventions reported feeling

more relaxed, although there emerged a marked difference in the descriptions of the
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relaxation experience between th@tgroups; with those in the VRT group describing

more rapid and wider benefits compared to those in the MRT group.

The method of relaxation was different in both groups. The MRT group had music and
no instruction whilst those in the VRT group had onekwekeguided progressive
muscular relaxation, followed by a week of consolidation of muscular relaxation,
breathing techniques and development of a conditioned relaxation response to act as a
shortcut to the full relaxationAdditionally there folloved 2 weeks of developing
mental relaxation through visualisation techniques. This type of relaxation shares
similarities with other mind body therapies which have been reported to reduce the
stress respons@Park et al, 2013) In particular VRT shares similarities with 1)
acquired relaxation which has been usesuttcessfully reduce anxiety andqesved

stress in pregnant womé@Rastaniet al 2005)and2) somatic training, whichas been
reported to increase relaxation and positive psychological ¢fatest al, 2007) It

seems probable that this aspect of physically practicing a technique resulted in those
in the VRT group expressing a sense of having learnt relaxation skills and having learnt
these skills they would stay with them to be used in the fulliteough the expression

of learnt relaxations skills were absent from the MRT intervjathes act of simply
making time to listen to music had a posteffect on some participants. This concurs
with other studies which have found tleposure to music leads to @nering of
psychol og(Biew2000,56H#)eHDwweder, in contrast to this current study
which found thainstructed relaxation was more effective at promoting sleep, than the
music aloneother researchers have reported a beneficial effect of muisleep (Ziv

et al.2008).Indeed a metanalysis on the effects of music on decreasing stress arousal
found that music preference and type of relaxation technique were among many
significant factors that influenced the outco(Relletier, 200 Research on music
preference has shown that expenmes chosen music resulted in poorer performance
and increased tension and anxiety compared withcheden musiqCassidy &
MacDonald, 2009)This perhaps emphasises the heterogeneity of music and its effects.

Other benefits that were reported by the interviewtigpants were increased

confidence and increased coping skills. This result is in contrése tmetaanalysis
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carried out byan derKlink et al. (2001) who found that neither relaxation nor multi
component studies significantly increased coping skills, whereas cognitive (CBT)
interventions didHowever this only includedre study in the multimodal category,

whereas there were five in the relaxation grand 10 in the CBT group

On the other handhe participants reported increase in confidence and coping is
consistent with the theorised actionstioé PMT programme and its origins in elite
sports trainingdescribed fully previodg, seeSectionl.8). Mentaltraining techniques

have been extensively used and studied in the field of sipMaimassist Doganis,

2004) Mental rehearsal, one of the components of VRT, has been used in sports to
increasec 0 n y d(Eallawet al.2006)andhas beershown toredu@ anxiety levels

in sports competitiofHale & Whitehouse, 1998)magery has also been associated
with mental toughness amdpingwith adversityaswellasvor ki ng t hr ough
situationsand the use of mentathagerytechniques, specifically motivational general
mastery imagery, has been shows tdo g n ilyypredichmental toughness in athletes
(Mattie & MunroeChandler, 2012)

It may be that mindfulness also played a role in the reported increased cbpag.

VRT programmeshares muckvith mindfulness, through attentional manipulatias,
described in the introductipseeSectior) and it may be that listening to the MRT

also involhed attentional manipulationMindfulness has been found to increase
positive strategies for copin(Valachet al.2007)and to decrease negative cognitive
distortions (Sears & Kraus, 2009)Similarly mindfulness meditation (MM) and
somatic relaxation have been found igngficantly boost positive mood states, using

the PSOM scalewhich is correlated with PA (Jaiet al. 2007). Positive affect has

been associated with many beneficial cognitive aspects and has been shown to promote
increased coping in negative or stressful situations where there is a benefit to attending
to the task well, or where the task has to be dealt @gpinwall, 1998 p. 552).
Creative problem solving and decision making are both aspects of cognitive flexibility
that are promoted with positive affdésen & Labroo, 2003)The generation of PA,
through listening to the interventions, as found in Doldbial. (under reviewy, may

then explain some of the benefits that the participants described. For example, one
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participant described creativelglging a work organisation problem, through perhaps
the PA generated from listening to the music. Other VRT patrticipants described feeling
more confident at work, and at home, of being able to cope with work better, for

example when answering queries oa ffhone, and giving presentations.

9.3 What are the participant§perceived limitations of the
programme?

Participants described L a ¢ k Ga i ésaanlimgation. As part of the research
design to blind participants to the intervention and control, little written information
was provided, and although there was a research administrator (as the Cl was not
allowed to have contact with the participadtse to ethical reasons), this person was

not perceived by the participants as someone they could approach for guidance. Some
participants felt that guidance could provifidlow up, and givemore supportf
necessanand screening or advice on suitabildf the programme for individuals.
When the intervention was used for mental health referrals to occupationa) thealth
explanatory DVD was rated very highly as a beneficial part of intervention
(Thompson, 2014). It may be thaif those who had difficulty engang hadbeen given

some guidance and goal settitigen this may have helpéldem maintain motivation

and engagemerinhdeedgoal setting andnonitoring participants attitudes towards the
intervention has been identified ascommendationfor successful implementation
(Lovato & Green, 199Qylurtaet al.2007). Guidance either by a person or a DVD and

goal setting may provide a cognitive/emotional framework and expectation of
recovery which, has been found tafluence mood and physical sympto(&ichton

et al 2013 and be aredicor of recovery from mental health disordéBiatt et al.

1996) andfrom workplacenjury (Fadyl & McPherson2008)

Other limitations that were described by thetipgrants wereéd Fi ndi nagdail i me 6
OExt er nafl Su\iBessthase themes overlap and influence continuing

motivation and have been discussed earlier under the motivation section.

212
PhD Health PsychologyThe University of Edinburgh2014



213
9.4 Consideration of methods

The data analysie f par ti ci p axtended thei understandinge of she
intervention over antleyond that of the quantitative part of the evaluation study.

Questions of validity and reliability also apply to qualitative interviend this study

had in place a number of strategies to help ensure quBbtyexample sing an
experienced researehto conduct the interviewss this study did, helps to counter

interview bias(Ovretveit, 1998) Additiondly the CI has previous experience of
qualitative analysisl nt er vi ewee biases can ,bie. refl e
remembering or describingn such a way t hd@oldan,t1998;i st or 1
Nathanson, 197%8Methodological rigour helps to minimise such bias and was applied

in this study through the technique of cross referencing of themes within and between
participants. This increased tbeedibility and confirmabilityof findings as applicable

to thisgroup of study participants. The ClI, for ethical reasons, had to have no contact

with the participantsAlthoughthis isa strength of the studlgy minimising researcher
biasthrough aiding objectivitythis is also a limitationit may have been that from not

being able to conduct the interviews the Cl missed unspoken communication in the
interviews. However the interview recordings did convey much unspoken information
through the tone and intonation of speech. Adopting a grouha@edy approach for

data analysis has the advantage of thematically categorising the data but by putting
data into theme$ut a disadvantage of tmsethods that itbecomes more challenging

to convey the complexity of the data and the relationshightraes have to each other.

Drawing interviewes from arandomised controlled study has allowed the comparison
of experience from those within the different grouphough cautionhas to be
applied as to the generalizability of those participants in gpathps, there seemed to
emerge from the datome cleadifferences between thikstening experience of those

in the control group andhose inthe intervention groupThose in the intervention
group (VRT) reported having greater engagement, quicker @ppoa of positive

effects and wider and more lasting benefits.
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The participants of the study were ssflectedin joining the study and agreeing to

be interviewed, and thereforepresent a biased sample of voluntetirat may be
unrepresemtive of the workforce However theoretical sampling was applied and is a
technique that can help increase generalizability, and can therefore increase the
confidence with which the results are interpre#®adother methodological limitation

is that the participanis dat a and analysis were not che

an accurate representation of what they said and meant.

9.5 Conclusions

Analysis of participant data revealed differences and similarities of experience for
participants. Reasons for enteritige study and motivations to listen were similar
between participants whilst continuing listening was found to be influenced by reward
and therefore group allocation made a noticeable difference. There also emerged a
difference in the ease ofngagement éween men and women, resulting from

womenods social roles conflicting with mal

This study contributes to understandings about health behaviour motivations and
supports the theories that intrinsic motivation is a more powerful mativiasm
external rewards and that there are gender differences in engagement with this type of
health promotion activity.

This study also illustrates the perceived need for stress management programmes in
the workplace as many participants reported thesev@oking for help to manage
stress and liked the idea of accessing the programme at work. The study draws
attention to the importance of having a point of contact for health promotion
interventions at work and suggests that a-elhaged complex interagon
encompassing both relaxation and mental training techniques, could help some
employees learn skills which could improve sleep, increase relaxation, confidence and

coping skills, which could help them at home and at work.

214
PhD Health PsychologyThe University of Edinburgh2014



215

10/ 2y aARSNY A2y 2F { (0dzRAS A

Study 1 and study 2 took different methodological approaches to evaluate the
effectiveness of the health promotion programme Positive Mental Training, as an
intervention to boost mental health and wellbeing imealtty working population.

Using mixed methodology is a recognised appraaditoaden understandinigjis not

that one method verifies another, but rather that each method helps to develop an
understandingof the phenomenon under studBifferent methals can provide
different ways of knowing to provide a rich and complex picture, through
corroboration of validity, elaboration of understandings and initiation of new theories
(Blackie, 2000). Here in this current study quantitative and qualitative métigydo

were used to provide different understandings of the process and outcomes of a health
promotion intervention in the workplace. The quantitative method was outcome
focused and the qualitative approach whilst more profmssssed also included
outcomesassessmenkrocess evaluation has been identified as necessary for good
evaluation (Murtaet al.2007).

Specific differences emerged between those who listened to intervention (VRT) and
those who listened to control (MRT). Study 1 foursignificanty greater
improvemend in wellbeing and depressian the intervention group compared with

the control group. Whilst comparison between groups is more of a quantitative
question, in study 2 there were also noted differences that emerged between these two
groups, from the participant interviews, particularly in the development of relaxation,
confidence and coping skills. Results from these two studies then strengthen the
generalisation that the control and intervention groups did result in differing
experienceand differing outcomes. The analysis of the interview data in study 2 helps
describe those differences observed in study 1 and suggest that recovery from
depression and increase in wellbeing (observed in study 1) resulted from increases in
relaxation, contlence and coping (observed in study 2). This is supported by current
literature as confidence and coping have been identifiedaaaaeristics of positive

emotions(Lyubomirskyet al. 2005) positive emotions ar@ component of wellbeing
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(Diener, 1984) and a low level of positive emotions is a distinguishing feature of
depressior{Clark & Watson, 1991)This is also consistent with a recent RCT study
of a reappraisal componeot PMT, previously described, which found thaisfiive
emotions were significantly increased in depressive students, compared to non
depressed students (Doblaihal under review. This is consistent with thineorised
mechanisms of change &MT,; that PMT will increase PA through attentional

manipulation and increased adoption of positive suggestions.

Results of study 1 also showed that mindfulness increased in both groups, with the
intervention group approaching being significantly more effective Gatw2eks
compared with the control. In studWRT participants described being able to let go

of worries and switch off and this gives insight into the possible mechanism by which
mindfulness may develop. Mindfulness as a technique teaches to step bagkdiro
worries, i.e. adopt an experiential thinking mode and experiential thinking mode has
been found to be associated withaggoraisa(Frescecet al.2007) Letting go of worries

in study 2 was reported by those who also reported relaxatioalysis of the
qualitative interviewees revealed a difference between the groups in the speed and
process of developing relaxation. Those in the intervention group (VRT) recounted
acquiring relaxation through the instructional audio tracks, whereasiththgecontrol

group (MRT) described acquiring relaxation through taking the time to listen, and in
this way relaxation slowly developedhis supportghe theory that the relaxation as
taught in the PMT programme through employing attentional manipulabin,
developed the ability to bmindful. Whereas listening to musialthough increasing
mindfulness in the short tefrperhapsalso through the attentional focus of listening

to the musicdid notteach the skill and therefore those participants in th&egroup

were less able to develop a longgnm ability to bemindful, in contrast to listening to

the PMT programme.

The ability to relax albeit through a different processay explain the equivalent
beneficial effect of the control and intervemtigroups observed ihe stress, anxiety
and exhaustionutcome variablem study 1.This may also suggest that there may be

a differential effect of relaxation and mindfulness on indicators of mental health and
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wellbeing.For example,timay be that mindfulness is more effective for depression,
whereas somatic relaxation is more effecfareanxiety.Mindfulness has been shown

to be an effective treatment for both anxiety and depregslomeset al. 2010)
However research suggests that mindfulness operates in different ways according to
the clinical context, with rumination and reagpeh mediating the relationship with
depression and worry significantly mediating the relationship with anfldetgrosiers

et al. 2013) Future research could look at investigate mindfulness and somatic

relaxation on worry this in a neclinical sample.

Another factor that may also help explain the similarity of effect between the two
conditions, may be positive expectation of the intervention, known to influence
outcomes (e.g-dassoret al. 201Q Crichtonet al. 2013. Indeed study 2 revealed that

one ofthe themes influencing initial engagement was-spe&cific expectation.

An interesting finding in both studies was the effect of gender on engagement. In line
with other workplace studiesiassonet al. 2010) study 1 found that ore women

entered the study than men. Study 1 also found that on average women listened less
than men. Analysis of study 2 data can help elucidate why this may have been so.
Interview data revealed that the social roles of women conflicted with finding time to
listen, making it harder for women to engage with the programme. Another theme
identified as a limiting factor from the interview data was Lack of Guidance.
Par ti ci pan hlighed thei nead sfor & isupport worker for workplace
interventions which corrobo at es ot her reseafGoetedansd f i
Ozminkowski (2008) and Murtet al. (2005. The lack of guidance may have been a

contributing factor to the high attrition rate in study 1.

A limitation of the programme is that iakes an individuahpproachWhilst this
approach is within a biopsychosocial model which is recognised as being most
beneficial Lunt et al, 2007, it does not address organisaibissuesAdditionally
although metanalysis (van der Klink et al. 2001), has shown thatindividual
approaches are more effective than organisational approaches, (which may be a result

of methodology,) others have advocated that the best approach for health promotion
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to address job stress, is to have a contbapproach, of individual and ongaational
directed interventios (Noblet and La Montagn2006).The individual approach has
been criticised as blaming the worker and ignoring the advefgence of the
organisatioras well as falling short dfealth promotion principles which incorpde

the influence of social, economic and environmental determinants of health (ENWHP
2003). However health promotion principles also encompass individuat self
actualisationwhich would enable an individual to takeore control of their lives.

This, it is argued by this current author, may result in employees taking a more active
position in addressing organisatadmssues that need to change, thus addressing both
issues. An employee with high se$teem and positive affect, is more likely to feel
ableto propose an organisational change and is more able to problem solve and to have
better communication abilities with which to negotiate, to the benefit of both parties
(Isen, 2008).

10.1 Conclusion

Adopting two different methods for evaluating a health promotion intervention is an
effective strategy, particularly as the intervention was mattimponent and novel.
Mixing methods in this current research has provided data that complement each other
to expand the understandings and findings of the evaluation of Positive Mental
Training in the workplace. The main findings from study 1, B is significantly

more effective at improving wellbeing and depression than control, can be understood
within the context of study 2, which points to the role of relaxation, confidence and
coping in resilience, mental health and wellbeRgsults also suggest that attentional
manipulation (mindfulness) is an important mechanism underlying these changes
Additionally interview data can help explain participant engagement through revealing
complexities of motivation to engage with a health promotion programme which may
have impacted on attrition rates, as well as drawing attention to limitations that can be
addressedh future research or workplace implementation. Finally, mixing methods

steps beyond the simple outcome analysis by looking at the process as well.
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Overall these studies in combination indicate that Positive Mental Training is likely to
be effective at bilding resilience and wellbeing for employees. Analysis suggests that
this may occur through increasing confidence and coping, at home and work and the
findings of the control group highlight the benefit of taking time to relax p&ihse
interaction betwen gender, stress and health promotion activity as explored in these
studies points to a possible need to target workplace interventions considering the
different needs of men and women. Future research, as in these current studies, should
encompass procesand outcome measures and could further explore the gender
differential and intervention engagement. Additionally further evaluation of Positive
Mental Training, as with other health promotion interventions, should be carried out

against a waitlist or ntveatment control as well as an active intervention.

Further studiegto the underlying mechanismsBMT, could further explore the role

of attentional manipulatioand relaxatioras underlying mechanigmf change in
wellbeing and resilienceeasingout their differences and similaritieResultsfrom
study 1 and study ¢howed that while mindfulness increased in both groups, wellbeing
only increased in theMT group. Thisvasas expected &MT is more than a mindful
intervention. It also containsopitive selfesteemand reappraisakuggestios.
However b what extent does the mindful componehPMT, i.e. mindful relaxation,

interact with suggestionrhis is the area under investigation in study 3.
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A comparison of the effectiveness of positsaggestion,
delivered with or without relaxation, on selésteem, mood
cognitive bias, and resilience.

11LYGNRPRdAzOGA2Y

This study folloved and expandethe previous study, where a health promotion
intervention was evaluated in a working population, anderbok a component
analysis to investigatbeunderlying mechanissisuggestiomand relaxationwhereby
Positive Mental Trainingnay have an impact on ntahfunction, specifically building

mentalresilience and promoting mental health and wellbeing

One of theaspects which contribuig¢o the emotional healtlof an individual is their
underlying cognitive processélsau et al 2004) A positive processing bias has been
found to be associated with resilien@ace et al. 2009)and if we have a negative
processing bias, then we are more likely to interpret ambiguous information as
threatening(Richards & French, 1992yiend & Mackintosh, 2004)A negative
processing bias (cognitive bias) has been faare: associated with anxiety disorders
(MacLeodet al. 1986) social anxietyf{Huppertet al.2003)and depressio(Bisson &
Sears, 2007; Ruds al. 1988) It has been found to be predictive of depresfiRude,

et al.2003)andcausal in heightenedgiety to threa{Hirschet al 2007; MacLeod

et al,2002; Mathews & Macintosh, 20Q@ccordingly there has been much research
into the possibility of modification of cognitivads with a view to aiding recovery

from emotional dysfunction.

Cognitive bias modification (CBM) studies have commonly focused on training in

relation toits effect on depression or anxietiParadigms typically includeither
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attention training (CBMa), for example training participants to focus their attention
to or away from threat related words using a dot probe techfidael_eodet al.
2002) or interpretave training (CBMi), commonly using positive, negative or
neutral resolution of ambiguous scenarios, for exanfdiathews & Macintosh,
2000) These interpretation training materials involve study participants reading
(Saleminket al. 2009)or listening to(Holmeset al 2009)100 ambiguouscenarios
which aremanipulatedo be resolved either positively or negatively, according to the

training valence.

Positive affect, although identified as a notably absent feature of depression many
years agqWatsonet al 1988) has only more recently been a fociigesearch in
emotional dysfunction and underlying cognitions, for exanfdi@@meset al. 2009;
Holmeset al 2008; Joormaeet al.2007; Picteet al 2011)

One key CBM study looking at positive emotions and CBM is Holeted. (2009).

These researchers studied CBMvith audio recordings of positively resolved
scenarios, comparing differing types of positive training conditions. Participants were
randomisedo either6 i ma g i n e 6ot disten tetivem whilesthinking about their

ver bal (p&8. rCognitivé bias was measured once, after training, and the
result suggested that those in the verbal condition had a greater negative cognitive bias
compare to those in the imagery condition. The imagery group also showed greater
decreases in state anxiety, greater increases in positive affect and greater degree of
protection against a negative mood induction (as measured by reduction in positive

affect) than the verbal condition.

Standaget al. (2010 recently simpliied this procedureThese authors us&® norn
ambiguous positive statemerfits positive CBM (e.g.d like attending formal social
occasi ons. | t 6 s wih peopleaand eelebtat® sometleng spacqal
t 0 g e (Shaedagget al. 201Q p. 6) and demonstrated a significant increase in
positive cognitive bias and positive moddhese researchers aldemonstrated that
mood change per s&om a mug condition was not sufficient to cause a shift in

cognitive bias
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It was therefore hypothesised that thefesteem suggéens in theintervention
would,si mi | ar t o St awxedas g €EB\ progrensneadresuttin s er
increased levels gfosiive cognitive bias angositive moodAdditionally as the CBM
condition in this currerdt u t hreseatcls focused qositive selaffirmations, it was
hypothesised that sedisteem would also increase.

Hypothesisl: The intervention conditions wouggve rise to significantly greater
levels of selesteem, positive affect and positive cognitive bias, and concurrent
lower levels of negative affect, compared to a control.

Generation of positive affect, after a stressor, is also usadresasure of rdgence.
Resilience is commonly defined #se ability to bounce back from adversignd
increased resilience is positively correlated with higher levels of positive affect after a
stress induction (Tugade 20@hilippeet al 2009) It woud seem then, that positive
CBM may be related to resilienby maintaining geater levels of positive affeatfter

a negative mood inductioindeed Telmanet al. (2013) suggest in their study with
adolescents and CBM, that positive CBM may boost res#ieTherefore it was
thought that the intervention conditiongpuld boostresilience through generating
positive CB and positive affeeind thiswould serve to protedevels of PA after a

stressor.

Hypothesis 2 The intervention conditions would increase resilience, as
measured by the maintenance of positive affect after a negative mood

induction, compared to the control.

Resilience was tested bynagative mood inductigrand b ensure that ivasnot just

positivemood thatproteced against negative mood induction, a filler taskilar to

previous researcfHayeset al 2010)was introduced to ensure mood was same in
both conditions after the CBM procedure

Another important finding in the Holmes and colleagues (2009) study was that whilst

participants in the imagery group showed grealecreasesin state anxiety,
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participants in the verbal group showediereasein anxiety after the CBM. This

replicated previous findingélolmeset al.2006) The authorgpropose that this was

most likely to bean efe c t of participant 6eval uati on
resulted in affectiveantrast, i.e. a worsening of mood when presented with a positive
scenario.This has elsewhere been described as the upward counterfactual effect,
(McMullen, 1997) McMullen proposed that the upward counterfactual effect arises

when in evaluation mode, where comparison are made which invokéimgs tould

be better which results in negative affect (affect contréksgse findings are consistent

with other researchers who have also noted the effébtriding styleson mood For
exampleWatkinset al. (2008) found that an analytical thinkingyg¢ 6t hi nki ng ab
self, focusing on discrepancies between currentwwach t e d o (p 108D wmees s 6
characteristic of maladaptive ruminative processing. SimilRiyle et al. (2007)

found that brooding was more strongly associated with depression aretyanx

compared with reflection.

The ability of attentional manipulatignan aspect of PMT, to disable negative
evaluation and therefore increase suggedtias already beenedcribedin Section
1.8.5.4 Thusit was hypothesised théte relaxation condition auld have a greater
effect on absorption of positive suggestionempared with the suggestion only
condition. This it is arguedbeing a result ofindividuals having aless evaluative
processing mode antthereforemore able toovercome the upward counterfactual
effect,thathas been experimentally observed in the studies of Hatreds(2009)

Hypothesis 3: Seltesteem suggestions given with relaxation (heightened
suggestion) would be more effective, as demonstrated by higher levels of self
esteem, positive affect and odtgve bias, compared to sedsteem suggestions

alone and control.

Additionally, Ga n d h i and Oakl eybs research, comp
suggestion, suggested that relaxation per se may increase suggestibility. Research has
not,tothisasut hor 6s knowl edge, compared suggest

without relaxation.
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In order to test these hypotlessone track 4 seltesteem trackfrom PMT was
reconstructed into two separate experimental conditions 1) a relaxation induction plus
selfesteem suggestions (named heighten suggesfté8) and 2) selesteem
suggestion, without a relaxation inductignamed suggestion onlfSO). To match

the reordings for length theselfesteemonly recording was repeated. These
conditions were compared to each other and also to a control condition, which was a
suggestion free recording about the weathettla@dhiversity of Edinburgh matched

for voice, paceand length (describdad section12.7.3.3.

To further test the idea that the conditions would be effective at reducing emotional
vulnerability, emotionally vulneble participants were identified from isolating
subsets of participants, from the highest and lowest percentiles of the anxiety and
depression scales, for statistical analysidopting this analogue research design is
recognized as a useful strategy éaperimental designs that would otherwise require
substantial sample siz¢Stopa & Clark, 2001)It was proposed that emotionally
vulnerable individuals would show a greater respomsied conditions than those with

lower social anxiety and depression scores.

There is some evidence that sesteem conditions delivered in this study may have a
greater impact on those with higher levels of emotional vulneralaifityhissel-
esteem codition resulted in increases in positive affect and specific memories in
participants with increased depressive vulnerability, compared to those with no

depressive vulnerabilit(Dobbinet al.under review)

Hypothesis 4Those with emotional vulnerability (as defined by high scores in
social anxiety and depression measures and low resilience measure) would exhibit
a greater response to the heightened suggestion condition compared to the

suggestion only condition.
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12a S K2R

12.1 Research Design

An experimental design was adopted with three dependent variabtegnitive bias

(CB) measure, a mood measure (positive and negative affect) and-esteeth
measureThere were¢hree between group factors (independent variabksgjgestion

only (SO), heightened suggestion (H8H a controlAdditionally three variablewere
measured at the baseline onlgesilience, social anxiety and depression. Participants
were not informed of the cognitive bias modification and resilience testing aspects of
the study until after the study. Participants and researcher were blinded to control and
intervention conditia. Full ethical consent was given by the University of Edinburgh

as described below.

12.2 Ethics and Ethical @nhsiderations

Et hical i ssues were addressed to the sat
School of Health in Social Science (see appeidly and included the following

experimental design considerations:

1. Safeguarding Participants

I.  Participants werselfselectedsolunteers and not clinically vulnerable people.
However althoughexclusion criteriarequested thatolunteers werenot on
medication which may have interfered with mood modification, such as anti
depressant drugs, beta blockers and-@sychotic medication (dopamine
antagonists)therewould have been no danger to these people if they had
inadvertently participated. They werectxded as their participation may have
skewed results.

.  The study design included induction of a low mood. This was carried out
following established procedures from other researchers and accordingly, at

the end of the study period, low mood was counteligdafunny/happy film.
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Participants were also debriefed at the end of the study period and given the
number of he University counselling teamHowever no participants
complained about the study, became distressed or left the study before it had
finished. All research booklets were fully completed indicating participant
compliance with the study.

2. Minimising Bias

Participant biaswas addressed by participants being quasdomly
allocated to experimentabndition, i.e. andomisation was subject to some
modification to ensure equal numbers in each condition (described in more
detail below)

Intervention bias was addressed by miaiigtthe interventions as closely

as possible.

Researcher biag the researcher was blinded to which condition the
participants were allocated to, through the experimental conditions being
attributed A, B or C by another individual and this code only bgingn

to the researcher after the data set was fixed. The researcher did not hear
which condition each group listened to as the participants in the groups
were listening through headphones.

This was an academic study investigating components witervention.

It was not a clinical study. There was no specific advantageytoutcome

of the study.The aim was to contribute to knowledge about cognitive
processes. Howevet was acknowledgedthat the researcher had an
interest in the interventiorgn which the components under study have
been based, as she produced the intervenfgme Section 2.1.1)
Researcher bias has been addressed in point 5 above and was carefully
adhered to. fie need for transparency was fully understood and has been
addresed in study design. The study as part of a PhD at the University of
Edinburgh, Section of Clinical & Health Psychology, is also under the

academic guidance and rigor of this institution.
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12.3 Participants

Students from Edinburgh University were invitedpirticipate in the study and were
required to benative English speakemand able to easily read English and hear/
understand the spoken worddditionally, because the study was about mood,
studentsvere requested not to participate if they were on ca¢idn which may affect

mood, eg ati-depressants or betablockers.

12.4 Recruitment

Participant recruitment was via an adver
There was a standard templatetfis andthe studyw a s | i Paid BhdD Ressarcld
Participantsodo and described as:

You will take part in a study investigating the effects of suggestion on mood. The study
will last no longer than 60 mins and consists of a simple word order task,samte sh
mood questionnaires, and listening to a recorded audio track. In addition you will also
watch a short sad video clip (3mins), and a short funny video bp. must be a
native English speaker andble to easily read English and hear/ understand the
spoken word.Because the study is about mood, you cannot participate if you are on
mediation which may affect mood,@ anti-depressants or betablockers.

The advert also stated that participants would be paid £6 and students were asked to
emai | the researcher for further infor ma
email the researcher replied with further details of when and where the study was

taki ng place and al so a copywhchfollowedthepar t i c
NationalResearchtthics Serviceguidelineg (NRES))(see appendi%.2). Participants

were requested to email back if they were still interested in takihg pa
Participants were given a choice of days, times and venues and asked to choose the

time slot which suited them be§th ey wer e all ocated on a 6

basis. Group size was capped at 20 as there were only 20 headsets.
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12.5 Allocation

Participantso6 assi g rstegprocess. Hrstly participahts wereo n
allocated to a group, taking into account their timetabling restrictions and the research
requirement for full groups. Subsequently a research condition was pseddmly

allocated to each group on a sequential basis, with potential modification based on

ensuring equal numbers of participants in each condition.

12.6 Setting

The main criteria for the study setting was that it was a room which was reasonably
quiet, carpeted, with sufficient space for participants to sit or lie down comfortably on
the floor. This was to enable participants to relax as much as poshksatelisening

to the 15 minuteaudio track. To further facilitate this, cushions were available for
participants to sit on. Two settings were used: A room in one of the university
buildings, which is commonly used for student societies, and a room in a nearby
private yoga school. The former was chosen as it had good availability, was bookable
for whole days, and was carpeted and empty of furniture. The latter was chosen as it

was more centrally located, also empty of furniture and had mats on the floor.
Radio catrolled headphones were used so that each participant in a group was

listening to the same recordingt the same time whilst having an individual listening

experience, with less distractions from others and the outside environment.

12.7 Materials

12.7.1Intervention conditions

There were 3 intervention conditiorasl audio recordingsgach lasting 15 minutes.
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1. Condition 1 consisted of a 7 ¥2 minute relaxation induction followed by 7 Y%
minute positive suggestion (safteem) script.

2. Condition 2 was thpositive sefesteem suggestion only condition and in order
to match this for length and number of words, the suggestion script was
repeated twice.

3. Condition 3 was a control condition and consisted of neutral information about
Scottish weather for 7 ¥ainutes followed by 7 %2 minutes of information about

Edinburgh University.

Each condition then consisted of 2 sub units, each matched for number of words and

length of delivery.

12.7.2Schematic representation of Intervention Conditions and

Control
Condition 1 Relaxqtlon Posﬁvg
Induction Suggestion
= 7.5mins = 7.5mins
Condition 2 Positive Positive
Suggestion Suggestion
= 7.5mins = 7.5mins
N Scottish Edinburgh
Controlcondition weather University
= 7.5 mins = 7.5 mins

Figure12:1 Schematic representation of each experimental condition showing matched

structure and timings in eaclkondition

The conditions were recorded using a Newmann U89i multi pattern microphone onto

a pcusing adobe audition softwvarBee c or di ngs wer e made usin
voice (female) and matched fane, pitch and speed of speethe music from the

original intervention was removed so as to isolate the impact of the words.
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Furthermore Standag al.(2010) reported an increase in positive CB from listening

to music and so may have been a confounéator if kept.

12.7.3Condition Scripts

The structure of each conditionpsesented in Figure 9.1 aboach condition was

matched fotime and number of wordsstarted with the same instruction&it or lie

down and make yourself as comfortable as poi b loé 8 owed by toan i ns
cl os e vy andfiniskegvatistbe;sameword® So go ahead now an

eyes and continue with the next task?©q.

A short description of eaatomponentollows. Full scripts of eeh condition can be

readin Appendix5.3.

12.7.3.1 Relaxation Induction

The relaxatiorsectionincluded asking the listener to notice their breathioglevelop

slow diaphragmatic breathing with an experiential focus, for exaéaplgou breathe

out follow your breath out, as you breathe in you are aware of your body, as you
breat he out vyou amd&natiee thattheirgning veas relaxingpaddy 6

ther t hofulgda ts Thewistendr was asked twe aware ofthe relaxation

developing throughout their whole dbyg scanning their mind througheir body, toes,

feet, |l egs, bachk, |aoawnan,g ead tarod gfha cse ,t 06 ¢

rel axed, safe and secured.

12.7.3.2  Seltesteem Suggestions

Thesefe st eem suggest i oradew picdures and suggestodsutiate d a ¢
will help you increase your satbnfidenceé look at yourself in a more positive way,

€ to value yourself even mor&o build up your self ma dree.suggestionwereall

positively expressed and fo@dsaround increasing positive feelings and skills, and

placed in the futurdorexampled y our t hought s wibbndé yo®u &lall me
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be more effective and resaue f. Mbn§ suggestions were alseappraisa to see

things differently,suchasy oud6l | experience that youdll
youodl |l experi enc e The listerhetwaalss giverstheomporturtity on s 6
for visualised be&wvioural activabn throughpicturing him/herself6 i n s ome f ut
situation and see how your increased -selffidence enables you to handle this

situation better than you ever have bef ol

12.7.3.3  Control Condition

The control condition consisted of a sentabout Scottish weather and a section about
Edinburgh University(Weather, 2011; Wikipedia, 201The information for these

sections was sourced from the internet and was chosen to be affect neutral and not
personal. Facts were given such ésis normal to experience both blazing sunshine

and rain allin one morning, thanks to being in the path of several major weather

s y s t. Beasoris andeatherrelated activitiesvere described, or e xfrastsp | e 0
are common inw i n tamdrdée to the wind Scotlandésan excel | ent | o
s ai | (Weathér 2011) The University section similarly focused on facter

exampled lwas the fourth university to be establishe®aotlandand described the
buildingsand structer of t he uni v eisaneotthe Jargdsttacadeenic a mp | e
library buildings in Europe, and was designed Bgsil Spence and i2002 the

University was reorganised from its Jaculties inb three 'College®(Wikipedia,

2011)

12.8 Procedure

Powerpoint presentations were used to structure and deliver each experimental session.
This minimisedintra and intesession variabilitghrough controlling each step of the
research process, ensuring the group moved on to each stage together. Thedvideo a
audio materials were embedded within this presentation so that the sequence ran

smoothly and was the same for each group, with the exception of each group having
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the appropriate condition. Powerpoint presentations were labelled A, B or C which
referred to the different research conditions, which had bedoacated by an
independent persoifhis ensuredhe researcher and participants were blinded to the
condition within each grouplhe powerpoint presentations were shown on a wall

projected from 3 feetveay.

Experimental data collected was in the form of-selinpletedquestionnairesyhich

were compiled into eesearchbooklet(see Appendi%.4). Each group was introduced

in the same way and given the same instructidhg role of the researcher was
controlled by having a script for the experimental procedure for the groups, which was
the same for each group. This process ensmiadnal influence and bias from the

researcheand therefore minimum integgroup variability.

At the start of each sessi@ach participant was given a research boo#ted
headphonessked to sit down, complete the consent form and check their headphones.
The group was then taken through the powerpoint presentation which contained
instructions to complete questionnairesielis to music and watch videdsee
Appendix 5.9

12.9 Measures

12.9.1The Scrambled Sentence Test (SST)

The Scrambled Sentence Téélenzlaff, 1993)is aselfcompletiontest to mesure

cognitive processing biak.is frequently used in cognitive bias studfeg.Standage

et al. 2009;Watkins & Moulds 2007Rudeet al.2003. Participants a asked to make

a sentence with 5 of the 6 words randomly presented in an ungramrf@tical he

words are such that it is possible to make either a positive or negative valanced
sentence,e. f aul t s noti ce oduldlEunscreenblddbed omyh epeop
peopl e not (negativenbias) b6aou Ihtesr 6 peop !l e (posiiiei c e my
bias). The sentences used were those from previous resed8thadaget al 2010)

which were based on items from the Fear of Negative Evaluation (FNE) and Social
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Avoi dance and Distress ( SAIDQocol, pattieigam@ss . Ad ¢
were given 20 sentences to unscramble, by indicating the sequence of each
unscrambled sentence with numbers 8, written above five of the six words, in a
time limit of 4 minutes. Instructions for completing the task were verbaligngias

well as being written in the research packs fsgeendix 5.4 and were;

Unscramble the sentences to form statements, not questi@ageh sentence can be
unscrambled into more than one statement, but you should choose only one
statement tounscramble. Unscramble the sentences to form whatever statement
comes to mind first. Work as quickly as you can because your time will be limited. Do
not correct errors. If you make a mistake simply move on to the next item.

Particpants were given 3 neat practice sentences before the start of the timed task.
Additionally, as in prior use of the S§Rudeet al 2003) a cognitive load was also

given, i.e. to remember a 6 digit number, as a wagonfpromisingp ar t i ci pant
ability to suppress negative solutions. A number was presented on a screen for 10
seconds immediately beforeetiiask started and participants were requested to hold

this number in mind as they would be asked to write it davineaend of the allotted

time. The SST was repeated after the intervention conditions using a different number

to memorise and a differegét of 20 scrambled sentences, again taken from Standage

et al.(2010.

The SST is scored by producing a 6negat.
This is produced by calculating the ratio of negative sentences over total sentences
completed. Incomplete, unfinished, wrongly completed (i.e. using less than or more

than 5 of the 6 possible words) and corrected sentences were excluded from the total

number of sentences completed.

Two sources of error were identified for scoring the SSTs. Tlese interpretation
errors, i.ewhether a sentence is positive or negative, and counting errors of negatives
and/or completed sentences. Methods were employed to reduce theditaftihese
errors occurring.A SST scoring guideline wassed to ensureconsistency of
interpretation and additionally scoring was carried out by two people, this author and

a colleague experienced in research methods, one reading out the sentences and both
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agreeing the interpretation and the count of negatives and compkriezhces.

Scoring was carried out in short bursts for maximum freshness and good concentration.

12.9.2The State SelEsteem Scale (SSES)

This scale is a psychometrically validated|freported measure of state sedSteem

(Heathervn & Polivy, 1991) It consists of 20 questions, rated on a 5 point Likert scale

(1 =not at all, 2 = alittle bit, 3 = somewhat, 4 = very much, 5 = extremely). Instructions
highlight current feelings of setfisteem, by asking participants to complete lthey

feel atthis moment, right now Internal validity for the scale has beeaported
(Heatherton& Polivy, 1991)wi t h a Cronbachés alpha = .9
degree of construct validity as seen by significant correlations with, for exanmmle, th
Rosenburg Selésteem Scaler (= .72 ,p <.05, n = 102), JaniBield Feelings of
Inadequacy Scale (r =.76, p §,00 = 102), and Beck Depression Inventory=(-.71,

p <.05, n = 102).

The SSES has 3 independent factors relating to separate asgetitsaicept which

are appearance, social and performance. Heatherton & P¢l991) have
demonstrated that ¢hscale is responsive to treatment programmes and experimental
conditions and these authors suggest that it is appropriate to use specific subscales
(depending on the experimental treatment being examioaghuge the effectivelss

of a specific manipulain. Therefore following Gruenewalcet al (2004) the social
subscaleand the performance subscalereused in this study to confirm the impact

of the positive sggestions orself-esteem.The social subscale has good internal
consistency( Cr on b ac h 6 s), aad gortains items .s@fi & feel self

c 0 n s c it lmas keérshown to besensitive to social anxiety manipulatiorishe
performance subscale has semilproperties(fe.g.Cr onbachdés andpha =
contains items such @& f e el conf i de nahd haskalsoubeen shgpwna b i | i

to be sensitive to experimental manipulations.
Each of these subscales has 7 items, resulting in a 14 item Hoate. were four

reverse scaditems in the performance subscale and all seven of the items in tale soci

subscale were reverse itentllowing reversalsthe individual item scores were
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added together to give sefteem subscale scores, ranging fron83. The higher

the score the greater the sedfteem.

12.9.3Positive and Negative Affect Scale (PANAS).

The brief form of this scale was used to assess state mood (emolibis).is a
validated, frequently usedelfassessmersicale,(Watsonet al. 1988)which has two
subscales, positive affect (PA) andyatve affect (NA), each consisting of 10 affect
items which are rated on a 5 point likert scale from (1 = very slightly or not at all, to 5
= extremely). The negative items ar&fraid, ashamed, distressed, guilty, hostile,
irritable, jittery, nervous, sared, upsetand the positive items aractive, alert,
attentive, determined, enthusiastic, excited, inspired, interested, proud, .strong
Watsoret al.(1988)showed that this scale was sensitive to fluctuations in mood when
the time scal&right nowbwasused and that the scale had good external validity as
demonstrated by strong correlations with similar constructs, with Diener &
Emmong1984), PA and NAmeasurgPA:r = .95, andNA: r =.91,n = 301 (Diener

& Emmons, 1984 Intenal consistencyf the subscales has been demonstrated with
Cr onbac h 6 s89 ot RAlareds85 toif NACrawford, 2004) Crawford also
confirmedthat PANAS scores did not significantly influenggender, occupatig

education and age

In addition to these original PANAS items, 4 positive items were adcesk(ful,
satisfied, relaxed, sedssuredl to extend the range of positive feelings to encompass
those which may be produced by the positiuggestion conditiorThese items have
previously beenadded to assess positive aff@@hget al.2006) Also additionally to
assess sadness, to enable a check on the mood manipulation procedureyvaing foll
previous researchef®hilippe et al. 2009) 4 additional negative affect items were

added’ sad, depressed, discouraged, despondent

Accordingly in this study &8 item PANAS scale was usedlegative affect items
were summed to gevzan overall NA score, and positive affect items were summed to

give an overall PA score, each subscale ranging betwee@@4

235



12.9.4The Connor Davidson Resilience Scale (CDRISC

This scalevas used to assess trait resilience. The shortened 10 iteniGaalpbeH

Sills & Stein,2007/was used, as it was uswsedSection t hi s
3.4.2. 1t has been psychometrically validated and was used for baseline psychometric
data for correlation and hypothesis testing.

12.9.5The Social Phobia Inventory [SPIN]

This is a validated, selssessed measure of social ph¢Biannoret al, 2000) The

scale was desloped from the Brief Social Phobia Scale; an observer rated scale, and
assesses fear, avoidance and physiological symptoms. Catinat. (2000)
demonstratedound psychometric properti€sood internal validity was shown, with
Cronbachos ahkatthy solunteers @18 .94 i a socially anxious group.
External validity was demonstrated with for example, the Brief Social Phobia Scale
(Davidsonet al.1997), (r=0.57, p<.0001, n = 67) and Liebowitz Social Anxiety Scale
(Liebowitz, 1987)(r = 0.55,p<.0001, n = 67).

The SPIN scale has 17 items. Participants rate how much they agree with the
statements, e.d.have a fear of people in authorjtgn a 4 point Likert scale, from O

not at all to 4 extremely. Each item score is summed to give &#lidlscore, ranging

from 0 - 68; the higher the score the greater the social anX@tgnoret al (2000)

suggested a cut off score of 19, with scores above this indicating social phobia.

Although Connoeet al.(2000)demonstrated the SPIN was responsivehange over

time, it is included here as a means of identdysocially anxious individuals.
Previous researchers have used this scale to isolate, from within healthy volunteer
participants, cohorts of high and low socialiyxiousparticipants, taking the higher

and lower 16%(Tsunodaet al, 2008) This studyadopedthis design to give high
and | ow ¢ S P I anshicalgamarisgnand hypathesssttesting.
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12.9.6Depressed Mood

A short version of the Beck Depression Inventory (BBHilippe& Vallerand, 2008

see alsdBecket al, 1961) composed of three items rated on-point scale (ranging

from O to 3) was used.This was primarily chosen as it was short, has good
psychometric properties and, similar to the SPIN scale, was included to provide subsets
of high and low depressive vulradiilities. This short scaleorrelates highly with the
full-version of the BDI(=.73). Ithas been used successfullyoiherstudies (e.g.,
Philippe & Vallerand, 200&hilippeet al 2009; Dobbiret alunder reviewy, showing

good validity and relialdity, e.g. aCr onbachodés alop.ilaThedef fi c
guestionnaire items each relate to depresswaptoms, that is, past failyreelf

dislike, and pessimism. Each item has a choice of 4 statements, séoBe@.g. O -

| do not feel like a failure; and Bfeel | am a total failure as a pers&ach item score

IS summed to give a total sh@&DI score, ranging from D 9. Basedon the full BDI

scores, a score above 2 corresponds to a mild depressive level.

12.9.7Filler Task

Previous researchers (Holmesal. 2006 Standagest al. 2010) have reported that

CBM has an effect on mood, as measured by PAN8owing procedures adopted

by Holmeset al. 2009 a filler task was given to allow for any mood effect from the
CBM experimental conditions to dissipate, ensuring all condition groups had similar
mood prior to the negative mood inductidrhe filler taskinvolved a sham task of
listening to a series of four classical music extracts each lasting 40 seconds and
participant were asked to rate these on a sc@gtiemely unpleasarit)9 (extremely
pleasant).Overall this task lasted for 2 minutes 40 sesyraohd althougiolmeset

al. had a filler task of 10 minutes, other researcfigayeset al 2010)have used filler

tasks of 2 minutes.
The music used in this task was extracts from the following:

1. Albinoni - Oboe Mncerto
2. Mendelssohn Scottish §mphony
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3. StepharGrapelli - guitar solo

4. Costa Rican local artistsologuitar

12.9.8Negative Mood Induction

A mood challengevasused to testdr the ability to retain positive affeahder stress.
Generation of positive emotion in response to negative emotion induction has been

found to bea feature ofesilience (Philippeet al.2009 Onget al.2006)

A metaanalysis of mood induction procedures has found that film clips are effective

at producing both positive and negative mopisestermanet al 1996)andresilience

has been shown to be relevant in overcoming loss and grief (Boeamhp2004.

Accordingly a sad film clipvasused to induce a negative mood (You Caunt on

Me) (Longergan, 2000)This is a short film clip lasting.12 min,and depict two

parents who suddenly die in a car accident, followed by another scene showing two
children crying dur i ng Thisklp has bepnasuceesstuly s f ur
used by previous researchers to induce sadRésigopeet al, 2009)and washown

after the intervention conditions, and a filler task, as shown schematically in the

flowchart.

12.9.9Positive Mood Induction

Following the negative mood procedure, a positive mood was induced following
previous researchers methods i.e. a funny film €lige et al. 2007) This was to
counteract any negative mood tihats been induced by the sad film clip. The funny
film clip was a you tube clip, showed a
with his owner (unseen) about the contents of the fridge. The dialogue formed a joke,
the punch line was that the food wgigen to the catThe clip was 1.06 min long and
usually caused participants to laugh or chuckle. Additionally participants were

debriefed by the researcher.
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12.9.10 Manipulation Check Ratings

Adapting procedures recorded Byplmeset al. (2009)4 rating scales were included
after listening to the conditions. Responses were rated on a 9 point Likert scale from 1
(not at all) to 9 @ll the timg. Questions 1 and 2 were cognitive processing checks, as
used by Holmest al.(2009) and are included as these researchers found that imagery,
compared to verbal analysis, significantly increased positive IQBgery is also
associated with anxperiential mindse{Norris & Epstein 2011)and alsohypnosis
(Gruzelier, 1998)and therefore this question was included to test whether the HS
conditiondid result in greater imagerfQuestion 2 was included as an alternative
dhinkingdmode to questiot. Questions3 and 4 were manipulation checks to assess

the degree of relaxation and mind wandering.

1 How much did you find yourself thinking in images i.e. in mental pictures
and sensory impressions?

2 How much did you find yourself verbally analysing timeaning of the
words?
How much of the time did you find your mind wandering or daydreaming?

4 How relaxed did you feel?

12.10 Sample Size

Previousresearchers (Standage al. 2010) using the SST as an indicator of CBM
reported means and standard deviations of significant differehetseen
experimental groupsand within experimental groups. In that study, a group with
positiveself-referentialsocially themed statements were compared with a group with
negativeself-referentialsocially themed statements. It was found that those with the
positive statements significantigcreased the number of positive resolutions of the
SST over time (i.e. pre and post the CBM procedut@)3] = 2.83 p<.05] and those

with the negative statements conversely significantly made less positive resolutions of
the SST over timet(13) 1 2.52 p< .05]. ANOVA also revealed a significant
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interaction between group and tinfg(1,26)1 12.5,p< .01,d% = 0.33. A partial eta

squared@?,) effect size 00.33is equivalent to a large effect size (MRC, 2009).

Similarly Holmes(Holmeset al. 2009)reported means and SD of participants tested

with SST and PANAS. In these experiments the researchers compared two groups,
who received CBM instructions, one receiving a verbal condition and one receiving

an imagery conditionThey found a significant difference betweenth&wo gr oup 6 s
SST negativity scorest(36) = 2.37,p< .05 d = 0.77. These researchers also
investigated the response to a negative mood induction and found with ANOVA that

the PANAS (positive affect subscale) showed a significant interaction of time and
condition, F(1.38) = 6.16< .050% = 0.14] equivalent to a mediutarge effect size.

Although in the Holmeet al. (2009) and Standags al. (2010) studies large effect

sizes were reported, it was considered advisable in this present study to expect a
medium effect size, as the conditions being compared both emplmystve
suggestions (unlike Standageal. who compared negative with positive) and it was
expected that both intervention conditions in this study would show a positive increase
in CB.

As there was a control group3@roup ANOVA was carried ouhccording to Cohen,
(1992), a 3 group ANOVA, at a power of =.&05.05, and a medium effect size, (ES),

a group size of 52 participants is required. Therefore it was calculated that a minimum

of 156 participants in total would be required.

12.11 Research Protodo

Groups were arranged betwedhQctober 2011 215 October 2011.

205 students were invited to participate in the study. 40 did not attend their allocated

research time. 165 students participated in the research and were allocated as outlined
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in Table12.1,below. The total number of participants in each group was 6ranp
A, 55 in Group B, 53 in Group C. A flowchart of the research procedure is shown
below, in Figure 12:2: Schematic flowchart of the study indicating timing of each

section and participant numbers

Table12:1 Detail of groups, by experimental condition, showimgimber attended anchumber of
W5AR b2MDONAGISYRQ

Group A B C
(suggestion only) (heightened (control)
suggestion)
Number of
- 57 (18 DNA) 55 (11 DNA) 53 (11 DNA)
participants
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12.12

Flowchart of Study

Students contact researbiiemafior
information about study
n=231

Exclusionsn = 26

T 11 non native English
speakers

-15did not reply/unable to
attend

A 4
Participant allocation to group

n =205 ’

Did not attend
n=40

v

Entry into study & consent given

n =165
15 mins Time 1: Baseline Measures
CDRISC, demographic (age, sex) data, SST, SPIN, PANRBB] SSES
v \ 4
Experimental Conditions
15 mins Group A Group B Group C
Suggestion Relaxation + suggestion Control
A
10 mins Time 2: Post experimental condition measures
SST (parallel form of aboW@AINAS, SSES, Manipulation Check
v
5 mins Filler task mins musiillowed by PANAS
v
3mins Time 3: Negative Mood Inductidmirsad film clip
2mins Time 4PANAS: negative scale to check impact of film and positive scale to assess im
v
3mins Happy filndebrief & exit study

Analysis n= 159
Withdrawn from analpsi$ (did not met inclusion criteria)

Figure12:2 Schematic flowchart of the study indicating timing of each section and
participant numbers
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The research procedure for participants lasted 53 mins, as outlinedflomthahart.

The procedure was piloted on 5 volunteers.

12.13 Analytic Plan

1. Data was screened for data input errors, missing data, outliers and assumptions

of normality were tested.
2. Baseline demographics were compared by t tests

3. Manipulation checks wereaaried out on:

a. The experimental conditions manipulation questions were compared by
t test for aspects of imagery and relaxation.

b. Mood levels across conditions, after the filler task and prior to the
negative mood induction, were compared by t test, to check there was
no significant difference in mood between groups.

c. The mood induction procedure was checked for induction of londmoo
by comparison of mean differencesfeated measurésest) between
the PANAS negative affect subscale pre and post negative mood

induction.

4. The effect of the experimental conditions on CBM was assessed by carrying
out individual repeated measure ANOY for each of the dependent variables
i i.e. SST, PANAS (positive subscale), SPIN, SSTSre am post
experimental conditionWithin group factor was Time (pre and post scores)
and between group factor was condition (independent variables).

5. High & low SPIN and BDI cohorts were isolated and examined separately to

test the hypothesis that these groups would show a greater response to the

conditions.
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6. The effect of condition on protection agaimsbod deterioration during a
negative mood induction was®ssed by comparison of the PANAS positive
subscale scordsefore and after the low mood inductjdny repeated measure
ANOVA. Within group factor was Time (pre and post scores) and between
group factor was condition (independent variables).
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13 wSa&Fig GdzRe o

Data was analysagsingPASW version 17.

165 participants entered the study. 6 participants were removed asgctteegieemed
to be norcompliant with participant recruitment requirements, i.e. abledd end
understand English; evidenced in theary low percentage of correctly completed

sentences in the first scrambled sentence test. Thisdafaaet of 159 cases.

13.1 Missing data
The data set was examined for missing data.
5 participants had mengly completed their scrambled sentence test (SST) (they had

written out the sentences) and therefore were scored as missing. This equated to 3.56%

missing SST data.
Single missing questionima items were also identifiedlhese equated to 0.06%
missingquestionnaire item datAs is the convention with less than 5% missing data,

(Field, 2009) missing cases were imputed with the mean or medigmending on the

variables level of measurement.

13.2 Participant charateristics

Demographicand psychological variablelata of the groups is shown Trable 13:1

Characteristics of Participantselow.
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Table13:1 Characteristics of Participants

Group A Group B Group C
Suggestion onl Heightened
gg(SO) g Sugggstion (HS) Control (C)
(n=56) (n=53) (n=50)

Characteristics M SD M SD M SD
Age (years) 21.32 3.65 | 21.34 3.23 | 22.16 3.23

Range 17-33 1833 1835
Gender (%

male 34 32 26

female 66 68 74
Nationality: (%)

British 714 58.5 78

N..American 10.7 245 14

European 8.9 3.8 4

Indian 5.4 1.9 2

Asian 3.6 3.8 2

Other 0 7.5 0
Anxiety (SPIN) | 20 10.05 | 21.85 11.45| 21.22 13
%eglrie:)smn 1.29 1.41 1.44 1.75 | 1.64 1.88
?ggg?gé? 26.88 6.43 | 28.25 5.11 | 26.64 5.93

SPINg Social Anxiety scale, CDRIEZDnnorDavidson Bsilience scale, BDI sBecks Depression

Inventory-shortened

*(Egyptian, Slovakian, Argentinian, Trinidaan)

13.3 Comparison of Baseline Characteristics

Groups were compared, in terms of gender, a categorical variable, therefore the chi
squared test was useti(2, n=156) = 0.84p > .05; ageKruskalWallis test was used
as distribution was non norma# (2, n=156) = 4.18p > .05; and nationality, the

Fi sher 6s

exact

test

was used

as

assumptio

expected frequency in each cell was not greater thast p))=156) = 13.41 (1) >

.05. These results showed that there was no significant difference between group

demographics.
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13.4 Variable Characteristics at baseline

Baseline variable data was compared across the three grivlgas), standard
deviation, minimum and maximurnscores areshown in Table 13:2: Variable
characteristics at baseline for each conditlmpw. In addition skew kurtosis and

calculatedz scores for each group greesented in Appendia.1
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Tablel3:2 Variable characteristics at baseline for each condition

SST

Positive Affect

Negative Affect

SSES_s

SSES_p

SSES

SPIN

CDRISC

BDI_s

Group A(SO) Group B(HS) Group C(Control)
Mean SD Min Max Mean SD Min Max Mean SD Min Max
0.33 0.19 0.00 0.84 0.33 0.18 0.06 0.70 0.34 0.17 0.00 0.78
41.75 9.06 28.00 64.00 41.19 8.92 26.00 62.00 41.72 9.59 25.00 62.00
20.12 6.59 14.00 41.00 20.74 7.22 14.00 45.00 19.28 5.16 14.00 37.00
27.96 5.33 11.00 35.00 25.58 6.00 11.00 34.00 27.06 5.74 11.00 35.00
26.41 5.01 12.00 34.00 26.40 5.09 16.00 34.00 27.18 5.35 11.00 43.00
54.37 9.31 30.00 68.00 51.98 10.10 27.00 67.00 54.24 9.09 32.00 69.00
20.00 10.10 3.00 44.00 21.85 11.50 0.00 44.00 21.22 13.00 2.00 47.00
26.88 6.43 14.00 40.00 28.25 511 18.00 38.00 26.64 5.93 11.00 37.00
1.29 1.41 0.00 5.00 1.44 1.75 0.00 8.00 1.64 1.88 0.00 9.00

SST Scrambled Sentence TeSISES &State SelesteemScalesocial subscaleS8SES_gState Selesteem Scalegsformancesubscale SSE§ total State Selesteem ScaléSPIN;

SociaPhobia InventoryCDRIS€Connor DavidsoneRiliencescaleg 10 item ;BDI_g; Becks Depression Inventeshortened
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Variable skew and kurtosisscores, shown iAppendix6.1, were calculated, in order to
estimate the degree of normality of distribution of each variable at baseline in each group.
The majority of variables hadscores within the range of normality. A significant value

of non normal distribution waseeémed to be greater than 2.p80.01 aghe sample size

is moderateKield, 2009, p. 139)SSES subscales were within this level in groups C and

B, and withinthgg< 0. 001 (absolute value of below 3
known to be fairly robusivhen canditions are violated (Fiel®009,p. 359) parametric

statistical tests were used with the SSES variables.

Both the Negative Affect and the shortened BDI in group C, B, A had mamal
distribution withz scores > 2.58 or >3.29. These fraovmally distributed variables were
examined for outliers. BDI had two outliers and as this scale was to be used to for

subgroup analysis based on percentilesntirenormaldistribution had little influence
on this.

Negative Affect over the 4 time measarshowed skewed distribution. Edithe point

had several outliers, for example there were 9 outliers at time 1, dfedouy in Figure

131 Boxplots of Negative Affect at time, Jand similar pattes at time 2, 3 and 4.
Transformations were performed but did not sufficiently improve the normality of the
distribution to warrant their use. It wserefore decided to windsorise the outliers and
to use parametric tests for this varialZlean ANOVA is reasonably robush skew with
equal group sizes

50.00

40.00 o o
108 132
e}

129
30.00 118

Negative Affect Score time 1

20.007]

10.00

T T T
Group A (SO) Group B (HS) Group C(C)

Group

Figure13:1 Boxplots of Negative Affect at time;kshowing outliers
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13.5 Comparison of Variables at Baseline

The variables were analysed for statistical difference between the groaselatdwith

an ANOVA, with group as fixed factor and
for homogeneity, reported in thgpendix6.2, was not significant in all variables with

the exception of the SPIN (social phobia variable) wike(®,156) = 3.65p< .05. As

the group sizes are even it was assumed this had minimal impact on the ANOVA.

Results of the between group analysis are showTable 13:3: Results of ANOVA
analysis for each variable compared across groups at babelio, and show that there

were no statistical differences between the groups at baseline.

Table13:3 Results of ANOVA aalysis for each variable compared across groups at baseline, showing
no significant difference between groups

Variable Rt 2/156) Sig.
Scrambled sentence test 0.10 0.91
Positive Affect 0.05 0.95
Negative Affect 0.67 0.52
SSES social subscale 242 0.09
SSES performance subscale 0.39 0.68
SSES total 1.06 0.35
Social Anxiety (SPIN) 0.37 0.70
Resilience (CDRISC) 1.15 0.32
Depression (BDI_s) 0.27 0.77

df = degrees of freedom, SSERate &lf-EsteemScale
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Table13:4 Mean and Standard Deviations for Bias Measure, Mood measures; Self
esteem measure and manipulation checks per condition

Group A Group B Group C
Suggestion only Squi:;gz':g;le?HS) Control (C)
(SO)
n= 56 n=>53 n= 50
measure M SD M SD M SD
Cognitive Bias
measure
SST, time 1 0.33 0.19 0.33 0.18 0.34 0.17
SST, time 2 0.26 0.19 0.27 0.17 0.27 0.15
Mood measures
PA, time 1 41.75 9.06 41.19 8.92 41.72 9.59
PAtime 2 41.07 12.60 41.21 1.21 36.26 11.06
PA, time 3 41.5 11.43 41.17 11.16 38.16 11.05
PA, time 4 35.8 11.37 34.00 10.76 31.40 11.24
NA, time 1 20.12 6.59 20.74 7.22 19.28 5.16
NA, time 2 17.66 4.98 17.68 7.21 17.32 4.37
NA, time 3 16.46 4.57 16.77 4.72 16.46 3.62
NA, time 4 19.89 7.21 20.17 5.74 20.38 5.63
Selfesteem measure
SSES time 1 54.37 9.31 51.97 10.12 54.24 9.09
SSES time 2 58.02 8.55 57.09 9.79 56.42 9.93
SSES ptimel 26.41 5.01 26.40 5.09 27.18 5.35
SSES ptime 2 26.64 4.51 28.43 4.83 27.64 5.18
SSES_stime 1 27.96 5.33 25.58 6.00 27.06 5.74
SSES stime 2 29.45 4.94 28.66 5.62 28.78 5.88
Manipulation checks
Imagery 3.55 1.93 3.98 2.28 5.76 2.2
Analytical 5.05 2.35 4.58 2.56 4.22 2.21
Mind wandering 5.73 2.01 5.96 1.89 55 1.99
Relaxed 6.54 1.84 6.81 1.67 6.72 1.50

Time 1= baseline, Time 2 = post intervention, Time 3 = pre mood induction, Time 4 = post
mood induction
SST Scrambled Sentence TeSISES sState SelesteemScalesocial subscaleS8SES_@State Selesteem

Scale prformance subscaleSSE§ total State Selesteem Scale; PANAS NA negative affect scale; PA positive
affect scale
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13.6 Hypothesis testing

Mean andtandarddeviations forcognitive bias measure,aod measures, sedfsteem
measureand manipulation checkdor each condition and each time point measured,
aredisplayed inTable13:4: Mean and Standard Deviations for Bias Measure, Mood

measures, Selsteem measure and manipulation checks per condition
13.6.1Effect ofintervention conditions on Cognitive Bias

It was predicted that participants in the intervention conditions would haateg
increases in cognitive bias, compared to the control (C) and that the heightened
suggestion condition (HS) would be more effective than the suggestion only (SO)

condition at cognitive bias modification (CBM).

Cognitive bias (CB) was measured hg Ecrambled Sentence Test (SSIhe greater

the ratio of negative sentences to completed sentences corresponded to the greater
degree of agative cognitive bia®\ repeated measure (RM) ANOVA was performed

with SST scores at time 1 and time 2 as the iwiubject factors, and group
(suggestion only, vs, heightened suggestion vs control) as the between subject factor.

Leveneds test (seehppemiv6td. si gni fi cant

Results, displayed in the graph beldwgure13:2: Group mean SST scores at time 1
and time 2showed a main effect of tinfg1,156) = 26.25p< .001,h,?>= .14indicating

a significant difference in the soes between time 1 and time Phere wasno
significant group/time interactioR(1,156) = .08p=.92, ns, h,? = .001and nomain
effect of grop, F(1,156) = .09p>.05, h,2 = .001 This indicated that all groups had a
decrease in negative CB but there was no signifiddierence between the groups.
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B SSTTimel

B SSTTime 2
0.401

Mean SST Score

Group A (SO) Group B (HS) Group C(C)
Group

Figurel3:2 Group mean SST scores at time 1 and time 2:Higher the value on the y axithe
greater the number of negative resolutions

13.6.1.1 Number recall

86% of the participants remembered the 6 digit correctly in the first SST and 66% in
the second SST.

13.6.2Effect of ExperimentaConditions on Positive Affect

It was hypothesised that the intervention conditions would have a greater effect on
positive affect (PA) than the contrdrhis was tested by using a RM_ANOVA, with
PA at time 1 and time 2 as the within group factor and group the between factor.

L e v e et Washonsignificant(see Apendix6.3).

There was a significant effect of time on HA1,156) = 13.14p<.001, and the effect
siz€, (partial eta squaré?) = .09 was smallThere was no main effect of group,

3 Effect size is expressed as partial eta squgtevhich isinterpreted as sail (0.02), medium
(0.13), and large effect sizes (0.26 or higher)
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F(2,156) = .904p=.41,ns hy?= .01but as predicted, there was a significargiaction
between group and timE,(2,156) =9.83p<.001, with a small/medium effect sizi,?
=.11

This interaction was decomposed by comparison of chargeime by condition by
ANOVA. Planned contrasts revealed that there was a significant difference between
suggestion only (SO) and contrd{156) = 2.12 p<.05 hy? = .03 and between
heightened suggestion (HS) and conti(@56)i 2.15 p<.05 h?= .03.

The graph belowkigure13:3: Levels of positive affect pre (time 1) and post (time 2)

in the experimental conditions for each grollpstrates the change in positive affect
pre and post the experimental conditionsét 1- time 2).

Positive Affect Pre and Post the Experimental Conditons

4o Group
8 —— SuggestioOnly
T HeightenedSuggestion
———————g Control

417

40

397

37

Positive Affect Estimated Marginal Means

36

Time
Figure13:3 Levels of positive affect pre (time 1) and post (timei}he experimental conditions for

each group, showing the significant drop in positive affecttire control group. SO = suggestion
only; HS = hghtened suggestion; C = control.
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13.6.3Hfect of experimental conditions oriNegative Affect

It was hypothesised that the different conditions would have differing effects on
negative affect (NA), with NAricreasing in the control, and decreasing in the
suggestion only (SO) and heightened suggestion (HS) conditions.

Results of a RMANOVA with NA (windsorised)at time 1 and time 2 as the within
group factor and group as between factor, revealed that apgad a significant fall
in NA pre and post conditiorf(1,156)=82.06 p<.001, h? = .35 (a medium/large
effect size).I{ e v e n e 6 s onsigndidant, se\ppemdix6.3). There waso main
effect of groupF(2,156) = .113p = .894 ns,andno significant interaction with group,
F(2,156) = 2.03 p = .134 ns The graph belowFigure13:4: Negative Affect Scores
in each condition at time 1 and timegilustrates the drop in negative affect in all

groups, pre and post intervention conditions.

E SuggestiorOnly
HeightenedSuggestion

I Control

- 5]
[T =]
| 1

Mean Negative Affect Score
3

MNegative Affect time 1 Megative Affect time 2

Error Bars: 95% Cl

Figurel3:4 Negative Affect Scores in each condition at time 1 and time 2, with 95% confidence
intervals, showing similar significant drop in negative affect across all conditions.
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13.6.4Effect ofExperimental Conditions on Se#fsteem

It was hypothesised that the rise in ssdfeem would be significantly greater in the
intervention conditions compared to the control and that the increase would be greatest
in the Heightened Suggestion grouphis was tested by using a similar ANOVA to
those above, with Sedsteem at time 1 and time 2 as the within group factor and group

t he bet ween f ac tnorssignificabt@ee appendix3. t est was

There was a significant main effect of tirfke(1, 156)= 70.57,p<.001, h? = .31
indicating that the sekésteen increased post interventiohhere was no main effect
of group F(1, 156) = 0.47p=.621 ns but as predictec significant interaction
between group and sedteem scoré;(2, 156) = 3.66p<.05,h,2= .05, indicating that

the groups had a differential effect on sedteem.

This interaction was decomposed by comparison of change over time within condition,
by ANOVA and isdisplayed inFigure 135: Selfesteem mean change scores from
Time 1 and Time 2 (pre and post condition) in each of the 3 graghsw. As
predicted, planned comparisons showed that the increase hestsdin was
significantly greater in the heightened suggestion condition compared to the dontrol,
(156) = 2.70,p < .01, h,? =.05. The differences between the heightened suggestion
condition and the suggestion only condition and the suggestion only condition and the

control were not significant.
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Mean Self-Esteem Change Scores
Between Time 1 and Time 2

o
[=]
o

1

4.00-

2.00
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Figurel3:5 Selfesteemmean change scores from Time 1 and Time 2 (pre and post condition) in
each of the 3 group Suggestion Only (SO), Heighter@dggestion (HS) and Control (@jith 95%
confidence intervals, showing the significant difference between Heightened Suggestidn an
Control groups (p<.01)

The effect of the conditions on s@$teem was further explored through analysis of

the 2 selfesteem subscalesocial and performance subscales.

13.6.5Socialself-esteemsubscale

Results of a repeated measure ANOVA social-estéem subscale showed
significant interactiometween group and satsteem scoré; (2,156) = 3.44p < .05,

hp? = .04. This interaction was explored by comparison of ggaaver time within
conditions. Planned contrasts revealed that the heightened suggestion group had a
significantly greater increase in social sesteem compared with both the conttol (
(156) = 2.03p < .05,h,? = .03) and the suggestion only group$l66) = 2.45p <.

05, h?=.03), as shown ifigure13:6: Mean change scores of social setteem pre

& post condition in the different groupselow.
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Mean Social Self-Esteem Change Scores
Between Time 1 - Time 2
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Figurel3:6 Mean change scores of social seteem pre & post condition in the different groups
showing the significant difference between Heightened Suggestion and Control and Suggestion
Only groups (ps<.05kError bars show 95% confidence intervals

13.6.6Performance selesteem sibscale

Similar to the total selésteem score and social sedteensubscale, results showad
significant interactiometween group and setsteem scord;(2, 156) = 4.06p < .05,

hp? = .05, indicating the conditions had a differing effect on-esteem. Th&igure
13:7: Mean change scores of performance-sesteem pre & post condition in the
different groupspelow, shows the mean change scores for-esiéem perfonance
subscale pre and post conditidflanned comparisons revealed that the control group
had a significantly smaller rise in se§teem performance than the suggestion only
condition (SO)t (156) = 2.63p<.01,h?= .04, and the heightened sugges(ids),t
(156) = 2.31p<.05,h?= .03. There was no significant difference between groups SO
and HS.
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Mean Performance Self-Esteem Change Score
Between Time 1 - Time 2
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Figurel3:7 Mean change scores of performance seffteem pre &ost condition in the different
groups showing the significant difference between the Control group and Suggestion Only, and
Heightened Suggestion groups (p<.01, p<.05, respectivéyior bars show 95% confidence
intervals

13.6.7Emotional vulnerabilityand experimental condition

It was hypothesized that those with emotiomalnerability (as measured by high
social anxiety scoréhigh depressivandex scoreor low resilience scojevould have

a greater response (measured by fditive affect, selesteem)o theHeightened
Suggestiorcondition @mpared to those in theuggestion Onlycondition or in the
Control group.To test this, subgroup analysis of these variable scores were used as
compaison groups within RMAVOVAs. Descriptive statistics are shown in fhable

13.5 Variable score statistics for subgroup determinatimiow, and high and low
subgroups of these variables were determined by ws#@%" and 7% percentiles
alongthe lines of previous analogue studiegg(Stopa & Clark, 2001)and added
separately as a fixed factor to individual RM_ANOVAs of the cognitive mi@asure,

positive affect and sekisteem.
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Table13:5 Variable score statistics for subgroup determination

Social Anxiety (SPIN) Depressive (BDE) Resilience

(CDRISC)
Mean score 21 1.41 27.26
Percentiles 25 11 0.00 23.00
50 19 1.00 28.00
75 30 2.00 31.00

Subgroup numbers, mean and standard deviation are shd@wablal3:6: Participant
number, mean and standard deviation in high and low percentiles of Social Anxiety,

Depression & Resilience scales in the 3 group conditlmeiew.

Table13:6 Participant number, mean and standard deviation (sd) in high dod percentiles of
Social Anxiety, Depression & Resilience scales in the 3 group conditions

Group score Social Anxiety Depression Resilience

Mean | sd n Mean | sd n Mean | sd n
Group A low 0.27 0.14 13 0.25 0.18 23 0.45 0.21 16
Suggestion high 0.45 0.21 10 0.47 0.18 20 0.22 0.15 16
Only

Group B low 0.22 0.11 13 0.30 0.16 20 0.42 0.23 11
Heightened

Suggestion high 0.45 0.17 15 0.37 0.22 17 0.29 0.17 16

Group C low 0.31 0.17 17 0.32 0.16 16 0.45 0.16 16
Control high 0.42 0.16 15 0.40 0.18 20 0.28 0.18 13

Results (as detailed ldppendix6.4) showed no significant interaction effects of the
high low percentiles of the social anxigtgepressive or resilience scores with
cognitive bias, positive affect or salsteem variables over time (pre and post
interventions) indicating that whether a participant had high or low depressive, social
anxiety or resilience scores did not significgnt@ffect their response to the
intervention conditions or control (as measured by cognitive bias modification,

positive affect or seléesteem ratings).
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There was an indication that level of resilientay influence selesteenperformance
subscaldevds and positive affect levels post conditions, as these interactions were
approaching significance;(1,82) = 3.68,p = .06 andF(1,82) = 3.53,p = .06,
respectivelyDetailed in Appendi.4.

As can be seen froable 136 Participant number, mean and standadediation in
high and lowpercentiles of Social Anxiety, Depression & Resilience scales in the 3
group conditionsthe numbers of these percentile subgroups were small, lack of

statistical power may have accountedtfar lack of findings.

13.7 Resilience Hypothesis

It was hypothesised that the intervention conditions would be more successful at
promoting resilience compared to contr®esilience has been previously tested
(Philippeet al.2009)by the ability to naintain positive affect (PA) when subjected to

a stressor, such as induced low mood. Therefore this hypothesis was tested by inducing

adysphorian the participants, by asking them to watch a sad film.

13.7.1Low MoodCheckbetween Time 3¢ Time 4

The effectiveness of the short (3 min.) sad film, used as a stressor, was checked by
comparing NA(windsorised)oetween time 3 and time 4 with a RMNOVA, with
NA as a within subject factor and group as the between subject factor .

There was anain effect of timeé=(1,156) =107.718 p < .001,h,?= 41 and no group

time interactionf(2,156) = .BO, p =.835,ns), indicating that the film was successful

in significantly increasing negative affect in all groups shown in th€igure 13:8:

Mean negative affect scores pre and post the mood manipulation in the 3 conditions,

below.
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Megative Affect Pre and Post the Mood Manipulation
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Figurel3:8 Mean negative affect scores pre and post theood manipulationin the 3 conditions
showing a similar risén negative affect as a result of watching the sad film.

13.7.2Resilience Test between Time 3 and Time 4

Figurel3:9: Mean Positive Affect scores pre and post the mood manipulation in the 3
conditions,below, illustrates positive affect levels pre and post mood manipulation

(time 3 and time 4) in each experimental conditions.

Results of a repeated measure ANOVA shosigdificant effect of timefF(1,156) =
160.44 p<.001; and no effect of grolg2,156) = 1.82p=.165,ns and no significant
group time interactiorf;(2.156) = .747p=.475,ns This indicates that all groups had

a similar fall in positive affect and that there was no significant difference between the
conditions in their ability to maintain levels of positive affect when subjected to a low

mood manipulation.
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Positive Affect Pre and Post the Mood Manipulation
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Figurel3:9 Mean Positive Aect scores pre and post theood manipulationin the 3 conditions
showing a similar rise in ngative affect as a result of watching the sad film

13.8 Manipulation checks

13.8.1Experimental condition manipulatiorthecks

Participants were asketlquestiondo rate their experience of listening to assess 1)
relaxation; 2) mind wandering (both related to relaxation), and 3) visualisation, 4)

analytical thinking (both found to be influential in CMBolmeset al.2009).

ANOVA showed a significant effect gfoup for therisualisatiorg u e s Hawonach 6
did you find your,§J156)=t16.72p<l001rhg= .17nand mage s
planned comparisons revealed that control group (Group C) had a significantly higher

s ¢ o r ¢hinking in imagegvisualisation)compared with the suggestion only group
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(Group A),t(156) =-5.34, p<.001, h?= .15 and the heightened suggestion group
(Group B),t(156) =-4.25,p <.001,h,?>=.10.This was perhaps a result of their script
containing concrete images of the University of Edinburgh and of the landscape and

weather.

There was no other significant difference between the groups within the other three
manipulation check questions i.elaxationF(2,156) = .382p = .683,ns mind
wanderingF (2,156) = .711p = .493 ns analytical thinkingF (2,156) = .164p =
.197,ns Barcharts are displayed irpfpendix6.5. These results indicate that there was

no difference between the conditions in their ability to induce relaxation,-mind

wandering, nor analytical thinking.

13.8.2Filler TaskBetween Time 2, Time 3

A 2 minute filler task was given to allow any mood effect of the condition to normalise.

To check this positive and negative affect were compared at time 3 by separate
ANOVAs, with PA or NA as the dependent factmrd group as the fixed factdmere

wasno significant differencediween the groups for PA or Nf(2,156) = 1.39p=

.253 nsandF(2,156) = .09p =.913 nsrespectively], indicating that the filler task

had successfully allowed sufficient ti me

of the experimental conditions.
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145 A & Od&aTa A{2lydzR& o

This study sought to establish whet a positivesuggestionselfeseem component,
of a health promotioaudio intervention, would serve as a CBM intervent&sulting
in significantly higher levels of positiveognitive bias, selésteempositive affect
andresiliencein a student pagdation compared to a contréhdditionally the study
sought to establish if a relaxation inducticombined with positive suggestion
(heightened suggestion, HSyould increase this effect ovetha of positive
suggestions alongsuggestion only, SQ)partcularly in those with emotional

vulnerability.

Results were as predicted in that the intervention conditions resulted in significantly
higher levels of seHesteem (SE) and positive affect (PA), whmympared to the
control. The intervention conditionsgsa resulted in significant increases in positive
cognitive bias. However the control condition, also, significantly increased positive

cognitive bias (CB).

The differences found between thgperimentalconditions adds to the teblished
literature on @M. Pre and post experimental conditions, the intervention groups
demonstrated a sigigant rise in positive CB and maintenance of PA, whilst the
control group showed a significant drop in BAt alsoa similar significant rise in
positive CB.The factthat there was no difference between the groups in CB despite
the difference in mood statupports e findings of Standaget al. (2010) who
reportedthat a change in mood state was not significantly associate@ whidngeof

CB. This suggests then, that in this present study, there may be some other mechanism
responsible for the CB improvement across all groupsrd may be practice effect

of repeating the scrambled sentence test which enabled positive sentence resolution.
This is however unlikely afecognitive bias measure (SSihgludeda memory load

which isthoughtto disable strategic process (Rugteal. 2003; Wenzlaff & Bates,
1998).Additionally other researchers have successful demonstrated CBM with studies
involving repeating the SSTBowler et al (2012) investigated CBM, with a no

intervention control and computerised CBT and reported a significant grtiope
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interactioneffect sizeof hy?>= .09, pre and post the interventions (4 sessions over 2
weeks)and SST under a cognitive loadgtandaget al. (2010) reporteén effect size

of hy?= .33 for group x time interactidn their study comparing negative and positive
CBM (SST under cognitive load)in this current study although there was no
significant effect of group (as all groups increased CB) there was a similar effect size

hy?= .14 pre and post experimental conditions.

This present study intended to compare pasitCBM (interventions) with neutral

CBM (control). It was not expected that the control condition would increase positive
CB, as it had an absence of selferential material. Given the finding that the control
condition did however result in increasedcsipioe CB, it is important to consider the
mechanisms which may have caused this outcome. The manipulation check revealed
that those in the control group reported a significantly higher level of visualisation
compared to the intervention groups. Unforesé®sause of visualisation in the control
group may have resulted from the very concrete descriptions of the weather and
particularly the university buildings. Visualisation has been observed to be associated
with positive CB(Langet al.2012,Holmeset d. 2009). However it is likely that the
intervention groups were employing visualisation as well, as the interventions
contained suggestions of visualisations. It may be then, that the CBM effect of the
positive suggestion interventions, in combinationhwitlBM effect of visualisation,

may have added up to the same CB effect as the stronger reported visualisation in the
control groupFuture research could investigate this further by using a different control

that may not increase CB or contain opportusifa visual processing, e.g. music.

The ability of experimental conditions and (unexpectedly) the control condition to
increase positive cognitive bias, in this current study, may also explain why this study
failed to demonstrate the ability of intergiem conditions to protect against a low
mood induction (through the maintenance of positive affect). If CB does underpin
resilience (as suggested by some researchers, e.g. Teirar2013), then, as there

was no group difference in CB, a group differernn response to a mood manipulation
would not be expected. Other researchers have noted conflicting results within the
CBM field. Saleminket al.(2009) noted that unlike other CB tests used in their study
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(reaction times), the Ambiguous Social Situasiomterpretations Questionnaire,
although changing over time, did not reveal any significant difference between a
positive CBM and a neutral CBM group. Similar to this current study, Saleshiak
(2009) also noted changes in emotionality (anxiety) anddiscernible group
difference with a stress test.

There was a demonstrated differential effect between the intervention conditions and
the control in the affective measures, ipositive affectand selfesteem. This is
consistent with the hypothesis that the positive suggestion interventions would result
in improvements in positive affect, and se#fteem compared to controHowever
this study is novel i n t hkaowledges sommarecc h h a
suggestion plus relaxation (heightened suggestion) with suggestion without relaxation
(suggestion only). e hypothesis that the heightened suggestion (HS) condition
would be more effective than the suggestion only (SO) at improvesgtmeasures

was only observed in the social sefiteem scale. Both the HS and SO conditions were
equally effective in all other outcome measuidse similarity of effect on outcome
measures of the two intervention conditions is interesting. The matngputhecks

for visualisation, relaxation, mind wandering and analysis found no difference
between the intervention groups. Therefore, as relaxation has been found to increase
suggestibility (Gandhi & Oakley 2005), the similarity in relaxation noted in the
manipulation checks may explain the similarity in outcomes in the intervention groups.
Additionally the comparabilityin visualisation may also be a contributing factor
(similarly to the control condition}p theirequivalenteffect as the beneficialfect

of visual processing moda CB has beemoted(Holmeset al. 2009 Murphy et al.

2017, Standageet al 2009Lang et al. 2012). Furthermor¢he process of hypnosis
engages visual areas of the brain in fMRI studies (Rainville et al 2PQR2Eover,

is also of note that to match experimental conditions for length, it was necessary for
the appraisals to be repeated in the suggestion only group. Thialsodave had a

beneficial effect, further making the interventions similar.
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The exception to this is the significant differential effect in the-ssttem social

subscale, with the HS condition showing a greater increase in this scale. The social
selfesteem subscale measures personal evaluation to social situations. The fact that

the participants in the HS group had a greater increase in socrastdm is

consi stent with this authords hypethesi :c
evaluation, though the minimisation of the upward counterfactual effect/error
evaluation effect. It may be that those who listened to the HS condition then would

have been less sadlvaluative as the addition of relaxation with suggestion allowed

greater assimilation gfositive material. However the sefport relaxation level being

the same in each group is inconsistent with this explanation and further research is

needed to tease out the influence of relaxation on assimilation of positive suggestions.

Recent research has highlighted the importance of the counterfactual effect and affect
assimilation in CBM research, postulating that this may be a contributing factor to
some otthe contradictory CBM research (Standagal.2013) Clearly understanding

the underlying mechanisms of CBM isportant in advancing the fiel&tandage et

al (2013) noted that positive CBM was successful only in those participants who
assimilated the valenced scenarios (i.e. perceived similarity between self and the
scenario) ad not in those who dissimulated (i.e. evaluators, contrasting themselves
with the scenarios), suggesting that evaluative processing may enhance or diminish
CBM interventionsResults from this current study suggest that the interventions used
successfullyoperated as CBM procedures. These interventions adopted a novel
approach of using positive suggestions, rather than the more often used interpretative
bias training. The CBM audio conditions in this present study employed positive
appraisals and reapprais of the future. Representations of self were offered in the
future, e.gi will help you increase your sdlf ma @md @ may be that when listening

to scenarios of self in the future there is lessinterfactuakvaluation occurring.
Suggestions of positive future could be said to give a sense of hope and hope has
been identified as an important element of placebo response (Kirsch, 2009). Placing
suggestions in the future is an integral part of ego strengthening techniques which have
been shown to beffective in a number of studies, (eLgvertureet al. 2002 Dobbin

et al., 2004).Further research could investigate whether indeed employing the future
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tense for positive suggestions is effective in CBM. Additionally, it would have been
interesting tolook at social anxiety post intervention, as it is predicted that social

anxiety would decrease due to less socialeeduation.

Contrary to expectations, no differential response to conditions was found between
high or low emotional vulnerability pecipants.Other researchers have found that a
differential response to condition occurs in emotionally vulnerable groups, e.g.
Tugarde and Fredrickson (2004) observed that those with low trait resilience
experienced greater physiological stress, comp@arédh resilients, in response to a
threat task, whereas, when instructed to view the same task as a challenge, low
resilients were no more physiologically stressed than the high resilients. Similarly
Dobbinet al. (under revieyy observed that those wittepressive vulnerability had a
greater increase in PA and specific memories, after a positive appraisal condition,
compared to those without such vulnerability. It may be that in this current study the
subset numbers were too small. However within the AB&fature a recent meta
analysis concluded that the evidence suggested GBMficantly modifies anxiety

but not depressiofHallion & Rusciq 2011).

In summary then, this study identified that positive appraisal suggestions given with
or without relaxation have the same ability to maintain levels of positive affect, and
increase levels of selsteem compared to a control. Furthermore this study
demongrated that positive appraisal suggestions were effective as a CBM intervention
in increasing positive CB. This study also elicited a dissociation between affective and
cognitive measures, in that an increase in positive CB was not associated with an
increase in mood (PA and sedsteem). CB was found to predict the response to a
stressor, rather than PA. This may indicate that CB is a factor in resilience and further

research should explore this relationship.

This study has a number of limitations®yad that of the control group discussed
above. It was carried out with students and therefore generalisations beyond this
population should be made cautiously. The CBM maodification was delivered in one

session with assessments immediately post the expéaimeonditions. Further
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research is required to assess whether the effects noted here would be maintained. All
measures are sakgport measures which are by their nature subjective, future research
could use objective physiological measures such as fipgkle amplitude as a
resilience test. Furthermore the manipulation checks have not been subject to

psychometric analysis.

This study has demonstrated that positive appraisals are effective in CBM.
Traditionally CBM involves ambiguity training, which igsime consuming and
complicated. It may be that listening to audio appraisals is an easier and more
amenable route to CBM. Unlike other CBM interventions which originated in the
laboratory and are now being extended to the community, the CBM in thisistudy
part of a programme that is used in the community. This study was the first, as far as
this author is aware, to compare possible benefits of positive suggestions delivered

with or without relaxation and their effect on affect, ssdfeem and cognitivaas.
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15/ 2y Ot dza A2y

This chapter will firstly present a summary of the hypotheses and results of each of the
three studies in this theslsefore presenting a synthesis of the findings aaudtical

overalldiscusson.

15.1 Studyl1l summary

It washypothesised that

1. Positive Mental Training would improve wellbeing, resilience and
mindfulness, relative to contrglandPositive Mental Trainingrouldimprove
mental health and reduce burnout, relative to controls.

Resultsdemonstrated that the interventid®MT) significantly increased wellbeing

and significantly decreased depression compared with the camstehing to music

(i.e. the control) and the intervention both showed similarly significant improvements

in mindfuness, stress, anxiety, mental distress (DASS total) and exhaustion

2. A higher degree of engagement with Positive Mental Traininglevbe

correlated with a greater increase in mental wellbeing and mental health.
Listening to theintervention was significantly associated with improvetaen
mental health indictorslhere was a strong association between amount listened to
PMT and improvements in personal efficaapd medium associations between
amountslistened toPMT and improverants inwellbeing mindfulness emotional
distress total depression anxiety and stress scoemd exhaustionThere was no
statistical difference in the amount of listening between the control and intervention
group Analysis of gender showed that men egwghmore with the programme.
Women listened less. However this differentggnderpattern of listening was

unaffected bygroupallocation
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3. Any effect of Positive Mental Training on increasing wellbeing, resilience,
mindfulness and mental health ould increase over the timespan of the
intervention and be maimined after the intervention hadinished(i.e. at
follow-up)
Results showed that the effect of the intervention on wellbeing and depression was
due to a difference at 12 weeks only, which was sustained at follow up (26
weeks). Mindfulness showed a small effect size difference at 12 weeks and a medium
effect size difference at 26 weeks between the intervention and control. Exhaustion

was significantly lower in the control group than the iné@tion group at 26 weeks.

15.2 Study 2summary

Thefollowing qualitative questionwere asked:

1 What motivatedparticipants to listen to the programme?

Analysis of interview data revealed motivation to listen to the programme consisted of
two themes: o611l nitial Engagement &8 and 06Col
was influenced by looking for help with stress, being open to the opportunity te try th
programme, finding the structure of the programme appealing and also having an
understanding of how the programme worked, so that it made sense within existing
beliefs and experiences. Motivation for continued engagement was influenced by
finding rewards making a routine for listening, being committed and having open
expectations.

2 Whatwerethe perceived benefits of the programme?

Many benefits were reported by the participants, and these were categorised into four
themes 61 ncr eased eRetlianxgatGoo ¥, Wolr ri esd6, 61 n
6l ncreased Coping Skill sbé. Wh e n t hese k

reported positive effects on thewrk and home life.

3 What werethe perceived limitations of the programme?
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Limitations ofthe programme were identified as being lack of guidance, finding time

to listen and having an external view of stress. There also emerged from the data a
difference in the ease of engagement between men and women. Women reported
having competing demands dreir time which impacted on their ability to find the

time to listen.

The qualitative analysis revealed that for those participants that were interviewed,
there was a clear difference in experience of those participants in the VRT group
compared witlthe MRT group. The absence of the spoken word in the MRT directly
impacted on skills learnt, as, unlike in the VRT group, there was no instruction on
developing relaxation skills, using coping techniques and visualised rehearsals.
Perhaps not surprisingthhen, those in the MRT group reported fewer benefits which
were more slowly gained commea with those in the VRT grouphis impacted on
motivation, and therefore motivational factotber than rewartiad to be employed

such as commitment.

15.3 Study 3summary

It was hypothesised that:

1. The intervention conditions would give rise to significantly greater levels of
seltesteem, positive affect and cognitive bias, and concurrent lower levels of
negative affect, compared to a control.

Results were apredicted in that the intervention conditions resulted in significantly
higher levels of selesteem (SE) and positive affect (PA) when compared to the
control. Negative cognitive bias (CB) was also found to be significantly decreased
following the positie suggestion interventions, however the same decrease was

observed in the control condition.

2. The intervention conditions would increase resilience, as measured by the
maintenance of positive affect after a stress test, compared to the control.
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This sudy failed to demonstrate the ability of intervention conditions to protect against
a low mood induction (through tmeaintenance of positive affect), digethe lack of

areliablecontrol condition.

3. Seltesteem suggestions given with relaxation (iéned suggestion)
would be more effective, as demonstrated by higher levels oestdém,
positive affect and cognitive bias, compared to-seslieem suggestions alone
and control.

This study identified that positive appraisal suggestions gmign (HS) or without
relaxation(SO)hadthe same ability to maintain levels of positive affect, and increase
levels of selfesteem compared to tleentrol The exception to this was the social
self-esteem scale, where the heightened suggestion conit®)mgave rise to greater

increases compared to the suggestion only condi@)and control.

4. Those with emotional vulnerability (as defined by high scores in social
anxiety and depression measures and low resilience measure) would exhibit a
greater response to the heightened suggestion condition compared to the
suggestion only condition.

Contray to expectations, no differential response to conditions was found between

high or low emotional vulnerability participants

Furthermorethis study also elicited a dissociation between affective and cognitive
measures, in that an increasepwsitive CB was not associated with an increase in
mood (PA and selésteem). CB was found to predict the response to a stressor, rather

than PA. This may indicate that CB is a factor in resilience

274



15.4 General Discussion

These threestudies were conceed with investigating the effects of a health promotion
intervention Positive Mental Training (PMT)pn promoting mental wellbeing and
resilience in healthvolunteersThe three studies each took a different methodological
approach to this investigatioBtudy 1 employedraRCT longitudinal design in the
workplace, to compare the effect of the intervention against a control group over a
period of time Study 2 adopted qualitative method to interview eleven participants
from study 1 about their experience of using the programme; their maotisat
benefits and limitationsStudy 3 adopted an analogue design to investigate the effect
of a single componensuggestionof the interventionn a laboratory setting, using
healthy volunteer students. This study compared the effect of positygestion
delivered in two different ways (with or without relaxation) on cognitive bias

modification, seHesteem, positive affect amesilience.

The studieselicited a number of findingsFirstly Study 1 demonstratedhat the

intervention was more effective at improving mental health #&tamtrolintervention,

increasing wellbeing and decreasing depressidre fact this study empyed an

active control (listening to music) increases the robustness of this fithabiegestingly

other outcome variables, i.mindfulness(although approaching being significantly

higher at 26 weeks}tress, anxiety, and exhaustishowed a similamprovement in

both the intervention and control groups, indicating that, in these variables, listening

to music (the control) was as effective as listening to the interven@omer
researchers have similantgportedequivalence of effedh other healthintervention
studieswhere wo active interventionsave been comparédainet al 2007, Wolever

et al. 2012. This highlightsthe importance of having an active control anoving

away from the more common approach of using a wait list contral,on o 6t r eat me
control. Adopting such rigorous methodology to workplace studies, as in this current

aut horés study, all ows deeper exploratioc
simple head to head approadhtikewise using a mixed methodology also extends

simple comparative analysiStudy 2, through adoptirguichan exploratory approach

was able to provide insight intoepossible mechanisms of change behindésels
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of study 1 Interview data described how motivations for listening, enabled making the
time to listen which brought benefitsfrom restructuring the day, relaxatidrom
making time to listen, and/or from learnt relaxation techniques. Although not
quantitative, thenterview data also revealed a marked difference in experience for
those in the intervention group compared with the control gnoupelaxation and
particularly in benefits acquired, such as confidence, coping, letting go of wandes
improved sleepThis supported the proposed mechanism of change, subsequently
explored in study 3that the suggestions given in the PMT progranisetf-esteem

and reappraisaljould beeffective atincreasingpositiveoutcomesThese additional
benefits may be underpinnitige significant improvements in the intervention group

in wellbeing and depression observed in study 1

The fact that significangroupdifferences were not similarly observed in anxjety

they were in the depressioneasuremay point to differential mechanisms thfe
intervention, in that the intervention may contain aspects more able to help recovery
from depression and depressive thinking, rather than anXétyough uminative
thoughts have been found to mediate the ctdo in distress observed with
mindfulness (Jairet al.2007) recen evidence shows thaimination and reappraisal
mediatethe relationship betweenindfulness andepressionvhereas rumination and
worry mediate the relationship betwesnndfulness andinxiety (Desrosierst al
2013).PMT involves many suggestions to reappraise and recent research with a PMT
reappraisal component found that positive affect and specific memories significantly

increased in depressive students (Dolabial. under review).

Althoughboth groups increased in mindfulness overall, analysis showethéaMT

group was approaching being significantly higher than the control group at 26 weeks
(p=0.09, with a medium effect size (partial eta squared =0.10)dditionally the
significant improvements in mindfulnessithin the PMT group at 12 weeks were
maintained at 26 weekacquisition of mindfulness from listening to PMT is further
supported by the qualitative finding of being able to let go of worries [reflecting

mindfulness (Wells & Matthews, 1994)].These findingssupport a speculated
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mechanismof changein PMT, that the attentional focus of the relaxation training

develops mindfulness

As noted previously mindfulneggterventionshavebeen found tancreasewellbeing

and coping and consistent with this, interviewees described an increased sense of
confidence and coping, both characteristic of subjective wellbeing (Lyubomirsky et al
2005).Given this thentiwas surprising then that quantitativeadysis ofthe wellbeing

data showed that improvements in wellbeing in the PMT group, present at 12 weeks,
were not maintained at 26 weeldis may beexplained bythe quantitative study
lacking sufficient powerto reveal smaller differences at 26 weekkis mayalso be

dueto the intervention having to be returnadl12 weeksAnalysis of study 1 data
revealed that listening to PMT wagsificantly correlated wih increases in wellbeing

and this result corresponds to the significant increases in wellbeing observed at 12
weeks. This is further supported by results of study 3 which showed that listening to a
component of PMT increased sefteem and positivaffect. It may then be that as
study 1 participants had to return the intervention aivé@ks, they no longer were

able to listen to PMT and therefore found it harder to maintain or boost their positive
affect, selfesteem and setfonfidence, and therefore wellbeinglhe qualitative
interviews were held between 12 and 16 weeks amdagoreflect an overall view of

the benefits gained, rather than time specific narrative.

It would be interesting in future research to allow participants to retain PMT beyond

the 12 weeks to ascertaintlis would enablemaintenance of wellbeingn this way
participants could é6dip inbé to |listenincg
stressful day or to prepare for a stressful event, to boost their poaffee.

Additionally future qualitativeresearch could incorporate a longitudinal enquiry to

elucidate the temporal sequence and predeterminants of change.

Other research Baimilarly found that improvements in mental heafitliceshave
not been maintained beyond the programme (Ga06®4 Marine et al 2009. This
indicates the importance afcquiring skills to be carried beyond the life ain

intervention, such aswith mindfulness practiceand dso of accessingongoing
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resources for wellbeing, whether through positive psychology recordings, such as
PMT or activities which promote automy, competency and relatedness, such as
exercise or sociadngagementndeed study 1 correlation analysis showed tima¢

spert listening to the interventiowas significantly correlated wittmprovement in
indices of good mental healtiv¢llbeing mindfulness total depression anxiety and
stress score (DASS), personal efficacy and exhaustiddm)such correlations were
seen withthe control group,lthough there was no statistical @fénce in the amount

of listeningrecordedbetween thge two groups.

An interesting observation from both study 1 and study 2 was the influence of gender

on listening. Study 1 observed that aligh more women joined the study, women

listened less. Study 2 revealed that this was due to the social pressures of women
competing for their time, therefore making it harder for them to find the time to listen.

This indicates that for this type of intent®n it would be helpful to have measures to
facilitate womenos -femcedtang atiwerky and/or addittohal as r

support.

PMT is an intervention that contains both relaxation and suggestion and this study was
the first, to thisa u t h knowdedge, to investigate the interaction pbésitive
suggestion with relaxatiorinterview analysiSrom study 2revealed that acquired
skills, such as confidence and copiwegre relatedo relaxation. In contrast, results
from study 3, which compared pagé suggestion with and withow relaxation
induction found that there was no, or minimal, difference between these two methods
of delivery on raising sekésteem positive affectand cognitive biaslt had been
thouglt in study 3 hat this would have been a critical differendee to the effect of
dnindfulérelaxation (employing attentional manipulation) on removing negaéife
evaluatve comparisongcounterfactual effect). Howevstudy 3 revealethe presence

of these suggestns was influential with or without the relaxation induction, compared
to the control condition, across a range of measUies.exceptiorto this wasthat
positive suggestion with relaxatiptheightened suggestions), wéoeind to be more
effective thansuggestion alone at increasing social-ssteem.Social selfesteem

measures the extethat someone feels salbnscious and thus has a strong element
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of comparativeself-evaluation(Heatherton & Polivy1991, Gruenewalcet al. 2009.
These results suggt that this aspect of sefteem may be particularly vulnerable to
the negative comparative effectajunterfactuathinking, whichcan bedisabled by
attentional manipulatigrthus supporing the hypothesis thatuggestions given with
mindful relaxationas practiced byPMT, are more effective at countering self

evaluation than suggestion alone.

The similarity of outcome of the two conditionssyggestion with and without
relaxatior) may beexplained byattentional manipulation beingimilarly presat in
both these conditions, through perhaps generatioisoélpositiveself-imagesgiven

in thesuggestionsThis is consistent with other researchers who fouswialisation to
be effective in reducing gativeselfevaluation (Holmes, Lang & Shah, 2008hd
that a state of instructed visualisation was similar to a min@fiéntional)state
(WernerSeidler& Moulds, 2012).This isalsoconsistent with the results of the control
group, which, although deonstrating significantly higher levels of visualisation than
the conditions, showed significantly lower levels of ®slfeem and positive affect (as
there were no positive suggestions to adopt).

Thus theresults from study 2 and study 8uggestthat relaxation and positive
suggestiorboth have a beneficial effect in their own right. Howethex effect of
positive suggestion is not dependent upon the relaxaben se but it is seems

probablethat attentional focus play part in adoption ofgsitive suggestion.

Considering the results of all three studmsggesthatthe control condition in study

1 acted as a relaxation intervention (evidenced study@)efore lhere was a generic
effect of relaxation experienced by both grgupsgplainng some equivalence of
resultsputhoweverthere was also specific effeetributable ta®MT over and above

this. Results suggest that listening to PMT enabled the developmeminaiful
relaxation skills, increased safteem, confidence and copimgdditionally results
suggest that PMT may be more effective at promoting recovery from depressive

thinking than anxiety.
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Study 3 indicated that suggestion was a causal agent in the development of these
outcomes The hypothesis that attentional manipuativas a necessaggjunct to
adoptsuggestioa may hold true as both conditiomsstudy 3 reported similar levels

of visualisation(resulting in similar levels of attentional manipulatiotiusresuling

in similar outcomes in seésteem angositive affect, compared with the control (even
through the control exhibited greater levels of visualisatidhese results further
suggest that positive cognitive bias which was observesimdarly increase in all
three groupds independent to chges in seHesteem and positive affeeindindicate
thatvisualisations the change mechanisoh CB. This finding isconsistentvith other
research showing a positive relationship between visualisation with CB (Helraks
2009) and an inverse relatgnip between mindfulness and negative bias cognitions
(Kiken & Shook, 2012)In sum, the combination of thresults of thehree stugks
suggest that the positive benefits of HMT intervention, shown by statistical analysis

in study 1 and reported bymi@ipants in study 2, may hageme about from cognitive

bias modification through visualisationand increases in sedisteem and positive
affect through suggestiormhese processes would thus appear to be independent of
each otherAdditionally resuls point to increases in resilience, as evidenced the
significant correlations with change scores in study 1 and the reports of increased
coping skills in study 2Whether or not cognitive bias underpins resilience was not
clarified in study 3, however chges in positive affect in response to a stressor where
in line with changes in cognitive bias, but lacked a control for comparnsother

studies could explore this.

However there are, of course, notable differences between the studiesl/2tadg

3 used different study populationgth different exposure to the intervention. Study

& 2 participants had the opportunity for extended listening and therefore relaxation
practice with the intervention, whereas those in study 3 listened to thesimtien for

15 minutes only. Additionally study 3 conditions, in order to isolate the effect of the
words, did not include the background music of the origimarvention.A future

study wouldinvestigate if the inclusion of the background music madedéference

to the present results. Background music may haeffacton attentional focughich

may further enhance positive assimilation of suggestions.
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The limitations of each study have been discussed within their sections and
additionally the triagulation of the studies has to be considered within the
methodological limitations of the studies. Howewsach study contributes to a wider
picture of the impact of a health intervention programme. These three studies give
insight into themode of delivey, changemechanisms, process and outcomes of a
health promotion intervention. They support the view that the workplace is an effective
place for such interventionshat there is a need for stress management wellbeing
interventions in the workplacend hghlight the requirements and limitations of this
setting and of conducting research in the workplace. It may be that applying the
rigorous empirical conditions of a double blind RCT as in studwhilst increasing

the robustness of the results, is inamprate for evaluation of a health promotion
intervention. The blinding effect resulted in the participants having little knowledge or
understanding of the active intervention and no guidance or expectations of effects.
Applying the RCT conditionsnay haveresulted in absence tiie elements which
have been identified as necessary fosukcessful health promotion workplace
programmesThesearel) health educatio(including a cognitive modelR) links to
related employee service, 8)pportive physicalral social environments for health

i mprovement 4) integration of health prol

employee screenings with adequate treatment and folldlvanjg & Holman, 2003)
Additionally Lovato & Green, (1990jound that goaketting (realistic, short term,
flexible) was an effective way to maintain employee participadiuathis too should

be part of a workplace intervention.

Future studies into workplace health promotitren should consider a more
naturalistic approaclotevaluation and to have a no intervention cordasolvell as a
matched controRecommendationgrom this current studytp lesserattrition ratein
workplace studies would be to inclugeidanceand support at the start and durihg
intervention, particularly for womenThis could take the form of providing a
conceptual model of the intervention, having a point of contact within the workplace
and providingring-fencedtime to facilitate engageaemt in women. Consideration
should also be given to extending the periodanfessibility tdhe intervention so that

it could be revisited in a refresher sessioREsearch in this area should also embrace
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mixed methodology to capture the procesdgherthan simple outcomesimilarly

having a matched control woultielp to elucidate the active mechanisms of
interventions. This auth& current study suggested that the intervention may be
particularly effective for depressive thinking, and this coulduothér investigated by
measuring the reappraisal effect within PMT and looking at mediation effects with
depression, building on and extending the work of Desrosteas (2013) and other
studies with PMT (Dobbiret al under review). Additionallythe relationship of
suggestiopattentional manipulatioand cognitive biasn study 3could befurther
clarified by ensuring that any control did not contain visualisaffdns would help to
answer whether or not suggestion and attentional manipulation aagthdifferent

routes or through the same mechanism. Recent research in the field of pain has
suggested #se employ different neural pathwa§&ihle et al 2012),and clearly if

this is the case for emotional distress (for which there is good reasosutoed is)

then a combination of these processes would be advantages and have important
implications for the design of health promotion interventidbeploration of the
relationship betweeattentionafocusand selfevaluation continues to be an impaitta

factor for research in understanding how to increaseestdem and positive affect,

core attributes which underpin emotional resilience and wellbeing.

In summarythen results suggest that a shklp audio mental health intervention,
Positive Mental Training, is an effective resilience and mental health wellbeing
intervention for volunteer employees, that causes cognitive change through increasing
selfesteem and pdsie affect, possibly through cognitive bias modification, and
indicate that this programme could enable employees to have the skills to combat stress

more effectively.
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11 LIWSYRAE MFaNiKe&aes

_1.1 Letter of ethical approval from Lothian NHS

Lothian NHS Board Lothian Research Ethics Committee
02
Deaconess House N H S

148 Pleasance

Edinburgh

EH8 9RS H
Telephone 0131 536 9000 LOthlan
Fax 0131 536

www.nhslothian.scot.nhs.uk

Ms Sheila Ross Date 16 February 2009
Our Ref
PhlfD stu?ent d Enquiries to Lyndsay Baird
self employe Extension 89061
24 Boswall Road Direct Line 0131 536 9061
Edinburgh Email lyndsay.baird@nhslothian.scot.nhs.uk
EH5 3RN

Dear Ms Ross

Full title of study: An evaluation of the impact of a positive mental training
programme on the mental health and wellbeing of a
working population.

REC reference number: 08/S1102/64

Thank you for your letter of 08 January 2009, responding to the Committee’s request for further
information on the above research and submitting revised documentation.

The further information was considered at the meeting of the Committee held on 11 February
2009. A list of the members who were present at the meeting is attached.

Confirmation of ethical opinion

On behalf of the Committee, | am pleased to confirm a favourable ethical opinion for the above
research on the basis described in the application form, protocol and supporting documentation as
revised, subject to the conditions specified below.

Conditions of the favourable opinion

The favourable opinion is subject to the following conditions being met prior to the start of the
study.

Management permission or approval must be obtained from each host organisation prior to the
start of the study at the site concerned.

Management permission at NHS sites (‘R&D approval’) should be obtained from the relevant care
organisation(s) in accordance with NHS research governance arrangements. Guidance on
applying for NHS permission is available in the Integrated Research Application System or at
http://www.rdforum.nhs.uk.

%,

Q)

e S
INVESTOR 1N PEOPLE /SAW®

05/,

Headquarters
Moy, o Deaconess House 148 Pleasance Edinburgh EH8 9RS
VAL Chair Charles J Winstanley

Chief Execufive James Barbour O.B.E.

Lothian NHS Board is the common name of Lothian Health
Board
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Approved documents

The final list of documents reviewed and approved by the Committee is as follows:

Document Version Date
Covering Letter for mailing CD3 Week 8 2 14 November 2008
Response to Request for Further Information 08 January 2009
Participant Consent Form 2 08 January 2009
Participant Consent Form: For interviews 2 08 January 2009
Participant Information Sheet: Information Letter 2 14 November 2008
Participant Information Sheet: for Research Participants for 2 14 November 2008
Interview
Protocol 2 11 November 2008
Application 2.0 14 November 2008
Covering Letter for Postal questionnaires week 4, 12& 16 2 11 November 2008
P Morris & D Gillanders CVs 1 14 November 2008
Letter of invitation to participant 1 14 November 2008
Advertisement 1 (4 Posters |14 November 2008
& 1 Flyer)
Questionnaire: Resilience Scale 1 14 November 2008
Questionnaire: Wellbeing Scale 1 14 November 2008
Questionnaire: Freiburg Mindfulness Scale 1 14 November 2008
Questionnaire: Depression, Anxiety and Stress Scale 1 14 November 2008
Questionnaire: Maslach Burnout Inventory 1 14 November 2008
Peer Review 1 04 August 2008
Letter from Sponsor 09 October 2008
Summary/Synopsis 1 14 November 2008
Covering Letter 13 November 2008
Investigator CV 1 14 November 2008
CD Script & DVDS 1 14 November 2008
DVD Script & DVDS 1 14 November 2008
Potocol to minimise Research Bias 1 14 November 2008
Letter Head 1 14 November 2008
Study Contact Details 1 14 November 2008
Questionnaire: Study Intake 1 14 November 2008
Covering Letter 1 11 November 2008

Statement of compliance

The Committee is constituted in accordance with the Governance Arrangements for
Research Ethics Committees (July 2001) and complies fully with the Standard Operating

Procedures for Research Ethics Committees in the UK.

Headquarters
s\*‘. 4 & Deaconess House 148 Pleasance Edinburgh EH8 9RS
ot e S Chair Charles J Winstanley

Chief Executive James Barbour O.B.E.
Lothian NHS Board is the common name of Lothian Health
Board

) )
vestor v pEoPLE /A
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09/81102/5 Page 3 of 5

After ethical review

Now that you have completed the application process please visit the National Research
Ethics Website > After Review

You are invited to give your view of the service that you have received from the National
Research Ethics Service and the application procedure. If you wish to make your views
known please use the feedback form available on the website.

The attached document “After ethical review —guidance for researchers” gives detailed
guidance on reporting requirements for studies with a favourable opinion, including:

o Notifying substantial amendments
e Progress and safety reports
¢ Notifying the end of the study

The NRES website also provides guidance on these topics, which is updated in the light of
changes in reporting requirements or procedures.

We would also like to inform you that we consult regularly with stakeholders to improve our
service. If you would like to join our Reference Group please email

referencegroup@nres.npsa.nhs.uk.

[08/S1102/64 Please quote this number on all correspondence

With the Committee’s best wishes for the success of this project

Yours sincerely

Professor Peter Hayes
Chair

Email: lyndsay.baird@nhslothian.scot.nhs.uk

Enclosures: List of names and professions of members who were present at the
meeting and those who submitted written comments
“After ethical review — guidance for researchers”

Copy to: Elspeth Currie
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09/81102/5

Page 4 of 5

Lothian Local Research Ethics Committee 02

Attendance at Committee meeting on 11 February 2009

Committee Members:

Name Profession Present | Notes

Miss Sharon Cameron Expert (Nursing) No

Mrs O M A Chiswick Expert (Nursing) No

Miss Laura Ellis Expert - Research No
Nurse

Professor Peter Hayes Expert (Medicine) Yes
(Chair)

Dr Calum MacKellar Lay Yes

Mr Lindsay Murray Expert (Research) Yes

Mr Andy Neustein Lay No

Mr J Oliphant Expert (Nursing) No

Dr Nigel Ostrowski General Practitioner | Yes

Mrs V Prosser Lay No

Mr Thomas Russell Expert - Consultant No
Neurosurgeon

Ms Tzyvia Rye Expert (Medical Yes
Research)

Dr Lillian Schweizer Yes

Reverend Donald Stephen Lay Yes

Mr W O D Walker Lay Yes
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1.2 Minutes from Department of Clinical Psychology Ethics
Meeting, EdinburghJniversity

DClinPsychol Ethics Meeting

4™ August 2008

Apologies
E:ﬁﬁeﬁewman Ken Laidlaw
] Mick Power

Suzanne OORour ke

Jill Jones

Lindsey Murray

Eleanor Sutton

Paul Morris *

*Paul attended for Sheila Ross and Evelyn Jampettposals to clarify any issues as
supervisor.

Sheila Ross

This is a PhD project supervised by Paul and David.

The panel had one main concern about the project, which was the commercial
interest that the researcher has in the project and evaluationtiHitiieg. There

was a discussion of whether this is appropriate for a PhD. However, the panel
recommended that Sheila tries to be as transparent as possible and think about the
following:

1 She employs someone else to conduct the interviews.

Theextent to which someone else can analyse the interviews was debated,
but the greater involvement of another in the analysis of the first interviews
would be good. At the least someone else should compare codings.

1 There was a discussion over how to phtasepart about use of results in
training and promotion on the consent form. We were unsure whether this
was group results or quotations from the qualitative study. It was suggested
that a separate consent form exists for the qualitative study; othsiveise
in danger of losing participants who do not agree to this. For the quantitative
study she could add to the statement on the consent form that presentations
will include those for promotion of the product. The qualitative consent form
should have apecific statement about the use of quotations.

Other issues included:
1 There may be a difference in commitment (engagement) between the
intervention groups and she will need to be aware of this. This may be
compounded by the information provided onithfermation sheets, which
specifies the two conditions. The panel felt that she could make it less
obvious which was the intervention and which the control in her descriptions.
She should also relabel the CDs with
print the name of the training. If participants are not made blind to conditions
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she needs to make sure that she does not state this is blind in the
method/ethics applications.

1 It would also increase researcher blindness if someone else had control over
data return, participant ID and condition.

1 There was concern over the use of HADS in acionical sample. The use
of the DASS was recommended, to include a measure of physical symptoms.

1 It was a bit unclear why occupational health need to be familiirtivit scale
used. It needs to be made clear that they cannot identify or contact any
individuals from the study.

1 What is the clinician version of the HADS? Did she mean theaptfrt
version?

1 The panel raised concerns that this would not be enoughfarca PhD.

The project does not need to return to the panel provided that ethical issues are
addressed.
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1.3 Participant Information Letter

Information About the Research

We would like to invite you to take part in a research study. Before you decide you need to
understand why the research is being done and what it would involve from you. Please take
time to read the following information carefully. Talk to others about the study if you wish.
Ask us if there is anything that is not clear or if you would like more information. Take time to
decide whether or not you wish to take part.

About the study

The purpose of this study is to see if it is possible to improve the mental health and wellbeing
of a working population with programmes of music relaxation training and verbal relaxation
training. It is thought, that, by listening to these audio training programmes it will be
possible to alleviate stress, anxiety and depression and also protect against these by
boosting general feelings of wellness. We would like to compare results from these two
training groups to see which is most effective at promoting wellness. Which group you are in
will be determined by chance, this helps us make both groups the same and is better for
comparison. If we find that one type of training is better than the other, we will give this to
you at the end of the research project. We will measure any effects with questionnaires
about how you are feeling, which you will fill out yourself.

This research is being carried out as part of a PhD in the University of Edinburgh, School of

Health in Social Science in conjunction with NHS National Services Scotland (NHS NSS)
Who is being invited to take part in this study?

Anybody can take part, all employees in your department are being invited. However places
are limited to the first 200, so if you are interested please register/contact us as soon as
possible.

If you have bipolar disorder, a rare type of depression (or a family history of bipolar disorder)
or you have schizophrenia, or a manic disorder, you cannot take part in the study. Please
speak to the researchers if you want more information about this.

It is up to you to decide if you wish to take part. If you do we will ask you to sign a consent
form to show you have agreed to take part. You are free to withdraw at any time, without
giving a reason. This will not affect your work record in any way.

What you are expected to do

If you decide to take part please phone or email the researcher on ( work number inserted
here)

You will be given an appointment to see the researcher which will last about 20 minutes
where you will be asked to fill in some questionnaires on how you are feeling and then you
will be either given the first CD of the music relaxation training or verbal relaxation training
programmes to take home to listen to. If you do not have a personal CD player we will lend
you one.

You will be asked to listen to a 20 min audio recording every day for the study period i 12
weeks. We appreciate that you may not always be able to listen everyday so we will also
ask you to record how often you do listen, so web knbw if there is a link between amount
listened and effect.

Additionally you will also be given a short DVD to watch at home explaining how the CD
programme works. If you do not have a DVD player at home there will be one you can use
at work.

During this research period you will be asked to fill out the same questionnaires 4 times, at
the start, after 4 weeks, at the end of the 12 weeks and finally after a few months have
lapsed (26 weeks). The questionnaires are quick and easy to fill out and will take only 15 7
20 mins. Apart from the first appointment, these will be posted to your home address with a
stamped addressed envelope for you to return. At the end of the study we would also like to
conduct some interviews to more fully understandsome of t he participantsd vi

315



programme. | will contact some participants later, by letter, to ask for their consent to
interview. You will have the choice whether or not to take part in interviews.

About the CDs

The music relaxation training is on 3 CDs each with a 4 x 18 minute recording of guitar
music, played in a dorian mode of music which is neither a major or minor key. Listening to
this music every day may help you feel more relaxed and more positive.

The verbal relaxation training is on 3 CDs, each with 4 x 18 minute recordings based on
sports performance. Listening to these every day may help you feel more relaxed and more

positive.

You listen to the same track every day for a week and then go onto the next track and listen

to that every day for a week, in this way you
weeks.

We will post CD2 and CD3 to you during the study period.

The CDs are relaxation CDs and so should not be listened to whilst driving, operating
machinery or in any circumstance where it may be dangerous to fall asleep.

At the end of the study we will offer you the CDs to keep. We cannot promise listening to the
CDs will help you but the information we get will help us understand more about what helps
people have good mental health.

Participation is voluntary and any question can be skipped. All information collected from you
will have your name removed, be given an anonymous humber and so will be anonymous. If
these measures indicate that you may have significant levels of anxiety, stress or
depression, we will let you know this and advise you to contact your G.P. All collected
information will be strictly confidential and will be available only to the researcher and
relevant staff from the NHS or university. All will have a duty of confidentiality to you as a
research participant and will do their best to meet this duty. It may be possible that future
research in this subject may be undertaken and a researcher may wish to have your help
again. If you agree to this now it does not mean that you are committed to this later.

By signing the consent form you are agreeing to participate in this research study, which
involves listening to CDs and completing short questionnaires about your health, wellbeing
and work.

If you have any queries or want to discuss this further you can contact a member of the
research team on ( work number inserted here)

Thank you.

Sheila Ross

These training programmes are produced by Positive Rewards Ltd. of which Sheila Ross is a
director and shareholder.
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1.4 Participant Entry Interview Protocol Check Sheet for
Research Administrator
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Prior toentry interview, participant letter has been given with more than 24 hours to think about it.

At interview

1 Employee signs conseqbne copyfor participant(employee) and one to
keep on file

2 Participant completes the contact details frapgiscuss pros and cons of
whether to receive questionnaire packs, reminder emails/phone calls at
home or at work

3 Ask abougexclusions if Yesto - Schibphrenia/bipolar disorder/family history
bipolar disorder? and/oNoto Able to hear & understand English?
then cannot be in the study

4 Participant completes thintake questionnaire; check all boxes been
completed

5 Participant given initial questioraire pack to complete either there and
then or to take away and return. Emphasise that the questionnaire
should not take long, no longer than 20 mins for them all, not to think
about the questions too much, to trusieir first reactionresponseand
that there are no right or wrong answers

6 CD packlgiven(write this number on the formg) explain that this will have
a DVD to watch once and a CD to begin listening to everyday. The CD will
have 4 tracks on it, each about 15 mins long, and to listeting first
track everyday for a week, and then go onto the next trigekrack 2
and to listen to that (only) every day for a week and to listen to the 3
track the following week, and so step wise work your way through the
programme.

7 Explain that v appreciate that it may not be possible to listen everyday so
encourage the participant to record how often they have listermuthe
listening dary on the back of the CD box. We appreciate honesty as th
will help our research

is

92
O«
Pz
]

8 Thesearerelaxaton@ a2 R2y Qi fAalSYy Ay (KB
safe to fall asleep

9 Participation isonfidential;pleaseask not todiscusgheir participation with
their colleagues. Can discuss with those at home.

10 As this is a research study, please compthtequestionnaires they will be selgter and to
return thesewith the CD and listening diatyi KS@ Qf f 6S 2 FFSNBR
end of the study)

11 Thank them for their participation, its very helpful and hope they enjoy listening
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1.5 Summary Sheet of Questions and Answers

What is Involved?

You will be given 3 CDs each witk 8 min
tracks on them. You are asked isténto the
same track everydayor a week (or approx 5
times in the week) and to work your way
through the 12 tracks over 12 weegyou will
probably find it veryrelaxing. There is also a
short DVD (9 mins) to watch which explaivisat
the programme is about

You will be asked to fill out some questioimes
at the start, at the end of listening to CD1 (at 4
weeks), at the endCD3 (12veeks) and 6
months later taneasureany effects.

We will also ask you to record how often you
listen to the CDs

How much time will it take me?

18 mins a day for 12 weeks atitkn the
questionnaires will take about 1520 mins
(asked to fill these in 4 times over 6 months)

Will it cost me anything?

No ¢ its free to participate .

Can | choose which group to go into?

No ¢ you will be allocated into either the words
or music goup by chance (randomly)

Can you tell me more about it?

The programme is designed belp you cope
better through feeling more relaxed

Which group is bette?

2 § R2 Yy Qhke ariswegysét that is why we
are doing this study

Can | keep the CDs?

You areasked to return these during the study
but at the end you will be given the opportunity
to have the programme that ke most

effective

2 K0
want?

AT L R2y Qi Yl Yyl 3

¢ KI G0 R2S &pudwe ask that giof tédor(
how often youdo listeng just be honest

Are there any side effects?

No negative side effects, you may feel more
relaxed and positive though. As they are
relaxation CDs you must not drive when listeni

Can | drop out?

Yes

2 KI G Athavea CRRy¢r@r DVD plyer?

We can lend you a CD player and you can wat
the DVD here (where?)

Can anyone do this?

Yes with a few exceptiongeople withpsychotic
or bi-polardisorders are not suitable.

Can | think about it?

Yesg you can discuss it with your friends and
family, but, as this is a research studye ask
that you do not discuss your participation with
your work colleagueg to keep participation
anonymous.

What involvement has Positive Rewards?

Positive Rewards is a companyasned by
Sheila Ross which mekaudio CDs for heaith
living Sheila is studyinthe effectiveness of
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1.6 Examples of study graphiecsA4 poster
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Taking control

OBuccess
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e
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Traln your mlnd to stay on top

Free training programme,
to find out more please contact this number 07887 628 120
or email NSS.FeelGoodProject@nhs.net

Available from 6th April 2009
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1.7 Participant Booklet of Questionnaire week 12 pack

Feel Goad)

NESNES D | — m"s
Healthy National
.‘We;- NgLIvaE Services
Scolland
ID No 1 Week No 12
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Feot

Dear Study Participant,

I enclose your week 12 questionnaires for completion.

I would be most grateful if you could complete the enclosed questionnaires
and return them in the stamped addressed envelope enclosed.

Please remember to include the previous CD and your listening diary
even if it is not complete!

Thanks you for your ongoing participation with this study.
Please remember if you have any queries contact a member of the
research team on 07887 628 120 or email nss feelgoodproject@nhs.net

Kind regards

Sheila Ross

ID No 1 ‘Week Mo 12
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Feel Croadd

o [

Please circle a number 0, 1. 2, 3 or 4 to indicate how much you agree with the folowing statements
as they apply to you over the [ast month.

I a particular situation has not cccumed recently, answer acconding to how you think you would

have felt.

Al fghts et Mo par of Bis o iy B digid &

10

| am able to adapt when change ocours.

| can deal with whatever comes my way

| try to see the humomus side of things when |
am facad with problems

Hawing to cope with stress can make me
stronger

I tend to bounce back afier illness, inury or other
hardshigs.

| befiewe | can achieve my goals, even if there
are obstades

Under pressure, | stay focused and think clearly

| am not easly discouraged by failure

1 think of myself as a strong person when dealing
with life's challenges and dificulties

| am able to handle unpleasant or painful
feslings like sadness. fear and anger

Copyight € 2004, 2000, 00T by Kthayn M Cornor, M0 and Jonathen BT, Davidson, MO

el —

Often
trus

d I iy Formm, o by iy e, slectionic o Bechiricl, inceding

o Lrp iy e e Sloding of rethel byabne, mltol [ (T i seteg from O Direkisen ot disdell) 118 fre cuk iy

This verson of the CO_RISC wis devaioped by Liun Campbel-Siis, PhD e Mumiy Stein, MO,

i

\.__F_/
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Feel Croald
- O SR —

Listed below there are 16 statements of job-relatad feslings. Piease read sach stalment cansfully and
decite It you ever feel this way about your job.

If you have never had this fasling, wiite 3 0 In the box before the staiemant.

If you have had this fesing, Indicate how often you feed It by wiiting the number {from 0 o &) that best
deseribes how frequantly you fasl that way.

The rating coale s ac follows:

MNever

A Tew ImE6 a year or less
{once a manth ar less

A TewBmes a manth
once awesk

A Tew Emes 3 wesk

Every day

o oh s R = O

i
:

1 feed emotionaily drainad from my work

1 fesd used up &t the 2nd of the worksay

1 fesd tiredt whan | gat up In the maming and have to face anolher day on the joo
Working all day ks really a strain for me

1 can effectivaly solve the problems that aniss In my wonk

1 Tl bumed out fITe iy Work

e

DDDDDDI]IEII]DDDDDDD

Iee | am making an effective contribution i what this crganisation does
1 hawe becoms less Intarested In my work since | started this joo

1 have become less enthuslastic about my work

In my cgirion | am good at my job

1 e enhilarsted when | aceomplish something at work

1 have accomplishad many worthwhils things In fiis joo

1 just wani o do my fob and not be bothered

1 hawe becoms more cynical bout whether my work contribubes anything
1 douit the significance of my work

Al work | el confident it | am effective at getting Fings done

Modfied apacl ol B Publiaber, COP, inc., Wourten Wew, G4 4043 Bom MBI - Genenal Scrvey
by Brhuautell, Leiter, Msmduch & Jeckeon . Gopyright 1008 By GEF, inc. Al dghts raserved.
Furthar r-prodscions m prohibiesd wifoud Be Pubiisber's wites commest.”

ME Page 4 !
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o [ oo [

Please read each statement and circle a number 0, 1, 2 or 3 which indicates how much
the statement applied to you over the last week. There are no night or wrong answers.
Do not spend too much ime on any staterment

The rating scale ks a8 Tollows:
0 Didnat apply o me atall
1 Applied o me fo some degree, or some of the time
2  Applied fo me io a considerable degree, of a good part of time:
3 Applied o me very much, or mostof the time

1 | found It hard o wind down o

2 | was aware of dryness of my mouh

(=]

3 | couldn't seem to experience any positive fealing at all

| expenienced breathing dMculty (eg, excesslvely Epid
breathing, breathlessness In the absance of physical exertion)

5 | found it dificult to work up the Initative to do things

(=]

(=]

6 |tend o over-eact ko shuathons

T lesperienced tremaling (=g, In the hands)
g | feltthat | was using a lot of nervous enengy

| was womed about sHiEtons In which | might panic and make a
fooi of mysalf

i0 | fedl that | had nothing to ook Toreard to

11 | found myself getiing agitated
12 | found It diicult to refax

o o o

o o o

13 | feit down-heaned and biue

sa | wasintolerant of anything that kept me from getting on with o
what | was doing

15 | fedl | was close o panic

(=]

16 | was unable to become enthieslastic about anything
17 | fedt | wasnt worth much as 3 person

o o o O

18 |7edl that | was rather touchy

| was aware of the action of my heart In e absenca of physleal
exertion [eg, sense of heart rate Increase, heart missing a beat)

20 | felt scared without any good reason 0

13

21 | feit that Iife was meaningless o
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Below are some statements about feelings and thoughts

Feel CraoaA?

) —

Please tick the box that best describes your experience of each over the last 2 weeks

Statements

Hone af
the time

Some of
the ime

Allof e

Pwe been feeling optimistic about the future

IFve been feeling useful

IFve been feeling relaxed

PFve been feeling interested in other people

PFwe had energy o spare

I've been dealing with problems well

IFve been thinking clearly

I've been feeling good about myself

I've been feeling close to other people

Pwe been feeling confident

I've been able io make up my ocwn mind about things

IFve been feeling loved

PFve been interested in new things

Pwve been feeling cheerful

" Wansick Edinburgh Mental Wel-Being Soaie WENMWEBE]

& NHE Healih Sooliand, Universty of Wansick and University of Edinburp, 2006, all rights reserved.”
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- ]

The purpose of this inventory. is o characterise your experience of mindfulness. Please use the last few
days as the time-frame o consider each itemn. Provide an answer for every statement as best you can.
Please answer as honestly and spontaneously as possible. There are neither ight’ nor "wrong’ answers,
nor ‘good’ or bad’ responses. What is important to us i your owsm personal experience.

Thanks wery muoch for all your effort

Oormslon- Falny Almiost
Rarety aly oiten atways
1 1amopen to the expenience of the present moment
2  |sense my body, whether eating, cooking, cleaning or talking
3 When | nolice an absence of mind, | gentty neturn io the
experience of the here and now
4 1 am able to appreciate myse
5 I pay attention to what's behind my actions
6  I|see my mistakes and dfMewties without Judging them
7 Ifes connected o my experience In the here-and-now
& 1 accept unpleasant expenences
o 1 am Triendly to mysell when things 9o wiong
10 | watch my feslings without getting lost in em
11 Indificult situations, | can pause without Immediately reacting
12 | experence moments of Inner peace and ease, even when
things get hiectic and stressiul
13 1 am impationt wiih mysalf and with othears
| am able io smile when | notice how | sometimes make Ife
12 dtmeun
© Copymight by Wainch, Buchheid, Grossman & Schmidt 2006
\.,\_?_.f
Week No 12 J
=]
Pl Fags T ’
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Feel CGaadl?

Thank you
Please now retum these, along with your listening diary and previous CD,
in the stamped addressed envelope enclosed to:

National Services Scotland

Feel Good Project

SNBTS Ellens Glen Road

21 Ellen’s Glen Road

Edinburgh EH17 7QT

ID No 1 Week No 12
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1.8 Consent Form

(Form to be on headed paper) Formno 1 Study ID number

Title of Project: Promoting mental health and wellbeing in a working population.

Name of Researcher:  Sheila Ross Please initial box

1. | confirm that | have read and understand the information sheet dated.................... 0
for the above study. | have had the opportunity to consider the information, ask questions

and have had these answered satisfactorily.

2. I understand theamy participation is voluntary and that | am free to withdraw at any time ]
without giving any reason, without my medical care, work record or legal rights being affected.

3. l understand that data collected during the study may be looked at byaeténdividuals from 0
Edinburgh University or from the NHS. | give permission for these individuals to have access to my
data.

4. | understand that results from the study will be published as a university thesis and will be ]
published in academic jonals / presentations. All such results will have any identifying information
removed, such that individual participants could not bad#y identified from the results.

5. | agree to take part in the above study.

Name of Participant Date Signature

Name of PersonDate Signature
taking consent

Optional
6. | agree to being contacted in the future (within the next 10 years) to see if | am interested in L]

participating in research related to this present research. By agreeing to this now | understand
that this does not mean that | am committed to taking piareiny future research.

Name of Participant Date Signature

Name of PersonDate Signature

taking consent
When completed, 1 fgrarticipant; 1 (original) for researcher site
file
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1.9 Participant contact details form

Study ©ntact Details form

Thank you for agreeing take part in this study. We requieefew details to register you into the
study. Please can you provide us with details of where we can send the study questionnaires
CDs . Can you please aldoule have a telephone and/or email that we can contact you on.

1. Name 2. Study ID number

3. Study Exclusions?

Schizophrenia/bipolar disorder/family history bipolar disorder? Yes/no(please atle)

Able to hear & understand English? Yes/no(please circle)

Contact Details

4. Address

5. Email

6. Telephone

7. Can we leave a message on this phone? Ye§slezse circle)

This form is to be helthy Research Administrataslong with the consent formand master
randomisation keyin locked filing cabinetvithin Occupational Health Ellens Glen Roaahd
separate from questionnaires.
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1.10Study Intake Form

Form No
3

Promoting Mental Health and Wellbeing in a working population

Study Intake Questionnaire

Thank you for agreeing to take part in this study. We need a few details to register
you into the study.

Study ID number Date

Male / Femaldplease circle) Age

Place of Work

Part time/full time(please circle)

This form to be sent to Sheila Ross at Ellens Glen Road , along with other
guestionnaires

1.11SampleVRT CD scripts

SampleVRT and MRTaudio programmeare on then back coverMp3versions
available on requestsheila@positiverewards.co.uk

Sample scripts are below. Others available on request.

CD1 Track 3 Mental Relaxation 1

Take some time to make yourself really comfortable, either sitting or lying down, allow your eyes to
close and begin by focusing on your breathing. In a moment | am going to ask you to take in a deep
breath and hold your breath, noticing the tension in your body as you do this and thenbasatbe

out you will begin to sink into a calm and comforeabtate of relaxation. Now take in a deep breath
and hold your breath, keep holding your breath noticing the tensions antireatheout and as you
breatheout allow your body to relax. And allow the relaxation to spread throughout your body to
every pat of your body. Take in another deep breath, breathing all the way down to your stomach
and as your breath out let all your muscles relax. Continue breathing calmly and evenly, following
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the sound of your breath as your breathe in and as you breathbreathing in your own natural

rhythm, gentle and relaxed, not trying to relax but just letting it happen, aware of your stomach rising
with every breath inéEach time you breath in you
breath out you draw ileep inside yourself, breathing in calm, breathing out relaxation, letting all the

muscle sin your body relax. As you continue paying attention to your breathing in this way, following

the sound of your breathing, its natural to find that your mind fi@atay, so that the everyday

sounds around you become more remote, as if fading away into the distance. You are able to focus on

my voice while all other sounds drift away, able to tune out outside disturbances if you had a dial on

the radio. And as yolisten to my voice in this way, you become more and more relaxed, feeling calm

and peaceful.

Notice how very relaxed your feet and toes are feeling, and allow them to relax even more, feeling
heavy and relaxed, and let that warm relaxation spread wp kggs so that all your leg muscles are
heavy and relaxed. Notice your back, aware of what you are lying on and allowing your back to
relax into this support. Allow your shoulders to relax even more, heavy and relaxed and feel the
increased sense oflexation spread down your arms to your hands and fingertips, heavy and warm.

And now be aware of your neck and head, relaxed and comfortable. |Your whole face is relaxed, your
forehead is smooth and relaxed, your eyelids , your jaw, your cheeks) tipat shey are slightly

apart and your tongue resting gently on the floor of your mouth, Every muscle in your face is

completely relaxed and heavy.

And as your body becomes more and more relaxed so your mind becomes more and more relaxed, you

are awareof any thoughts that drift into your mind and are able to let them go, no need to catch hold

of any. You are feeling calm, safe, peaceful and secure. With every breath you take in you are feeling

more and more calm, more and more relaxed. Breathingldgepand sl owl vy, in and o1
deeper and deeper relaxation, enjoying this pleasant state of deep relaxation.

And now imagine you are standing at the top of a stairway or escalator that moves down to a even

more calm and relaxed state. You cdlowa yourself to begin moving down the stairs or escalator,

and as you go down you feel more calm & relaxed, more safe and more secure. Continue going

down until you feedufficientlysafe and comfortable, and when you feel this, feeling safe and good

and comfortable allow yourself to leave the stairs and relax on your own until | speak you dfain.

you havendt already | eft the stairs allow yoursel
and calm and good in every way.. As you ot relaxing in this way recognise that you have

reached a place that is very special to you, that really feels good to you.

Were going to call this special state, this safe relaxed state, your inner mental room, your own private

room in your mind. Tis room can be a room like any other room, or it could be outside in the

country or a park. It may be a room or a place t
or it may be a place that you create all by yourself.

Allow yourself to make throom exactly the way you want it to be so that you can really relax , so

that you can feel really safe and comfortable here. Putin a sofa or a comfortable chair so that you

can sit or |lie down and rel ax. IlroolR.rYoutanndomanon we 0|
things here, recharge and revitalise yourself or relax and work on things in different ways. Furnish

the room, so that you can feel really relaxed here, so that you can feel safe and comfortable, and can

find your way back whenewvgou need to.

Now | &m going to suggest that you to put some th
safe fire in it that gives out rays of light and heat thaénergise your mind and body. Allow

yourself to stand or sit next to thiseplace And feel the warmth of its rays filling your body with

energy and inner strength. Just relax for the moment and enjoy this pleasant energising feeling until |

speak to you again.Next | would like you to put in a writing board or a blackboaltbu can write

words on this board, words that are important to you, words you want to hold onto. You can write

down the way that you want to feel when you wake up. Words like strong, safe calm and happy.

Write some words now on this bodravords whichexpress how you want to feel when you wake up,

perhaps positive and relaxed. See them written on the board, see them clearly in your mirids eye.

a few moments |1 6ém going to suggest you | eave your
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You can return to your mental roowhenever you want to , just close your eyes, take three deep
breaths, and you will be there. You can spend as long as you want there safely, aware of all common
dangers. You can rest and regenerate yourself, change the words on your blackboard amil work o
any problems you need to.
And when you go to your mental room you will be able to relax completely, able to connect with this
state and these feelings of calm relaxation, Awekry timeyou practise going to your inner mental
room it will become easi@nd more effective and you will experience stronger feelings of safety and
security.

So now just relax and enjoy the good positive feelings in this place. When you want to, wake up by
taking a few deep breaths, and when you wake up, before yoyaesyes, stretch out your
muscles, and when you wake up you will feel relaxed and happy and good in every way.

CD2 Track 1- Self confidence

Sit or lie down and make yourself as comfortable
left hand and take in a deep breath and then hold your breath, when you then breathe out and relax

your left hand, you will immediately begin to sinkwihainto a calm and wonderful state of relaxation.

Clench your left hand now as hard as you can, take in a deep breath, as deep as possible, hold your
breath, hold your breath, feel the tensing in your left hand and chest, hold your breath, and now

breathe out and allow your eyes to close, relax your left hand and every part of your body and sink

down into a lovely and pleasurable state of being. Let this relaxation spread throughout your whole

body, to every part of your body, breathentlgland evenly, noticing that every time you breathe

out you relax more and mor e. Dondét try to relax,
comes each time that you breathe out, let each breath out bring with it an increased sense of

relaxation. Each time you breathe out you can relax more and more, deeper and deeper, Go ahead

and relax on your own now for a few minutes and while you do you can take yourself to your inner
mental room, a place wher e optawtwithoyeuragain théreskortly.ot al | vy,
Relax on your own now, each time you breathe out let it take you down to a calm beautiful and restful

place, your inner mental room.

As you continue relaxing | &m goi ngwillhadpyaui ve you a
increase your self confidence, that will help you look at yourself in a more positive way, that will help

you to value yourself even more than you already do, that will help you respect yourself more, that

will help you to have an even betfeeling when you think about yourself . These suggestions and

pictures that you receive while you are in this state are going to build up your self image, increase

your self confidence, and increase your good feelings about yourself. These pictusaggestions

that you receive wil/l affect the way you think,
change your attitude to yourself and youdll see
notice each and every change thatasitive and this will make you happy. The relaxation training in
combination with these suggestions and visuali sat
more alert, energetic able to do mor abletotakeo u b1 | o
the initiative and better be able to accomplish
nerves are stronger and that youdéll feel more stz
controlled, more collected and lzah c e d , more filled with satisfactioc
easier time focusing and concentrating and payi nc
moment, youdll be able to detach youvanttahdought s fr
youol | have an increased ability to keep concentr
be able to see things exactly the way they are without making difficulties seem larger than they really

are, and without losing your senseefp s pect i ve. Youdll also be abl e
a more positive way. Youdll discover that therebo:c
happens youdll find that you can nevttakeverydadl
experience that youdll grow as a result of diffi
hi ndrances as challenges, this means that youbl |l
assurance and s e kdbletndokfat cameng events with @ teelirdglofl confidence

and positive expectation, youdl/ be able to stanc
have the right to become angry that you too have the right to be sad, you will realiseuhtgefings

are as important as those of other people. You will more easily express your own ideas, you will

realise that your ideas are as important as those of other people, that you are as important a person
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as anyone else. Every day you will expgrean increase of inner safety, inner security, and

personal well being, you will become more aware of your resources and your potential, day by day
your trust in your own abilities will increase, day by day your feeling of safety and inner security will
grow, day by day yowselfesteemyour self respect and your self confidence will steadily develop.

You can allow yourself to relax on your own now and absorb all this information, let it sink deep

down inside you .Allow yourself to picture yourselfame future situation and see how your

increased self confidence enables you to handle this situation better than you ever have before. Allow
yourself to move into this situation and experience how much better you manage it than you ever have
before.

With the help of this training your overall picture of yourself will become more and more positive,
youbl|l experience that your picture of yoursel

f

and become more and mor e puoselfconfiderce andydwgodd | exper

feelings about yourself will simply grow and grow as each day goes by. These feelings of self
confidence and security increase with each and every day that goes by. When you wake up you will

C

retain some of thesefeelslg of cal m assurance and inner balance.

youol | know that the suggestions and pictures
affect the way of thinking and feeling and acting that you now have at your comfirtaesk

suggestions and pictures will enable you to look forward in time with a deep feeling of self confidence
and positive expectation.

So for now, just relax and enjoy the peaceful feelings of calm relaxation in this place, and when you
want to wake p, wake up in your own time and before you open your eyes, take a few deep breaths
and stretch your muscles and when you wake up, you will feel relaxed, refreshed, strong and happy .

CD2 Track 2- Problem solving

t

Sit or lie down and make yourself as comfortabl

left hand and take in a deep breath and then hold your breath, when you then breathe out and relax
your left hand, you will immediately begin to sinkwhanto a calm and wonderful state of relaxation.
Clench your left hand now as hard as you can, take in a deep breath, as deep as possible, hold your
breath, hold your breath, feel the tensing in your left hand and chest, hold your breath, and now
breathe out and allow your eyes to close, relax your left hand and every part of your body and sink
down into a lovely and pleasurable state of being. Let this relaxation spread throughout your whole
body, to every part of your body, breathentlgland evenly, noticing that every time you breathe

out you relax more and more. Dondt try to rel
comes each time that you breathe out, let each breath out bring with it an increased sense of
relaxation. Each time you breathe out you can relax more and more, deeper and deeper, Go ahead
and relax on your own now for a few minutes and while you do you can take yourself to your inner

h

e

C

ment al room, a place wher e optactwithcyauragain théreaskortly.ot al | vy,

Relax on your own now, each time you breathe out let it take you down to a calm beautiful and restful
place, your inner mental room.

Continue to relax in your inner mental room and experience the feeling of calnestrtiat you have
there. Youbre now going to have the opportuni
security, youbre going to have the opportuni
security. Imagine that when you brkatin you rise up and get a portion of calmness, strength, and
security to yourself, and then when you breathe out you can bring those feelings down into your inner
self, when you breathe in you rise up and receive another portion and then you brirejitiys fe

down into yourself, deep into your inner self when you breathe out. allow yourself to continue on

your own in this manner for a few moments. each time you breathe out you simply allow these
feelings of calm security to fill you more and more

Youmay now experience an intense feeling of calm inner confidence and security. This means that
no matter what you think of youdl]l be able to
have the opportunity to go through a few situationsinyournd wher e youbve had

previously youol | be able to experience them

confidence. You can use your movie camera for this  on the screen your going to show yourself
situations that you yoself have chosen. Today were just going to rehearse a few of these situations
that youbve chosen. I n just a moment youdll
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yourself today, however while you experience this scene you may allow ytmufselftotally safe

and secure and self assured the entire time. The film begins now, allow yourself to step right into it
experiencing it intensely as if it were happening right now, but as you remain totally calm the entire
time.

We 61 | s t nmowand relax thinkinly amly about relaxation, thinking only of enjoying the calm
feeling of security and assurance that you yourself have created. Now allow the film start again and
allow yourself to get back into the same situation and experiencehi isaime time and the same way

that you just did, remembering that you can keep the same feelings of calmness and security with you.

Now wedll stop the film again and just think abot
security and beautf u | rest and assurance that youbre havin
And allow the film to start rolling again now allowing yourself to get into the same situation while at

the same time remaining calm and full of assurarfsed now allow the film to end again as you

relax totaly and completely, allowing yourself to feel calm and good

You have now experienced this situation three times. This has now become imprinted in your mind

and wil |l be available to you from now onosas Yyouo\
and the feelings of calm assurance and security that you felt. Your memories and experiences that
youbve just had wil!l be available to you when yol

totally calm and full of inner strength every &nou encounter such situations, if you should wish to

expand on that feeling just take in a couple of deep breaths and allow yourself to be filled even more

by feelings of calm assurance and security. As you breathe out you carry the feeling with you of

being able to master these situations, this will allow you to anticipate such a situation, with feelings

of self assurance and confidence. After youbve ¢
calm assurance may aveemaa ns emisten oyfouwe lyloubbelilngh and
be able to face the future with confidence. Now Take some deep breaths in slowly and wake up, in

your own time, before you open your eyes you can stretch out your body, and when you open your

eyes yowvill feel open minded, relaxed and good in every way.

CD3 Track 4- Vision for the Future

Sit or |Iie down and make yourself as comfortable
left hand and take in a deep breath and then hold youwatbre when you then breathe out and relax

your left hand, you will immediately begin to sink down into a calm and wonderful state of relaxation.
Clench your left hand now as hard as you can, take in a deep breath, as deep as possible, hold your
breath hold your breath, feel the tensing in your left hand and chest, hold your breath, and now

breathe out and allow your eyes to close, relax your left hand and every part of your body and sink

down into a lovely and pleasurable state of beihgt this relaxation spread throughout your whole

body, to every part of your body, breathe calmly and evenly, noticing that every time you breathe

out you relax more and more. Dondt try to relax,
comes each time that you breathe out, let each breath out bring with it an increased sense of

relaxation. Each time you breathe out you can relax more and more, deeper and deeper, Go ahead

and relax on your own now for a few minutes and while you doamtage yourself to your inner

ment al room, a place where you can relax totally,
Relax on your own now, each time you breathe out let it take you down to a calm beautiful and restful
place, your inner meal room.

As you continue to relax and to be comfortable | will give you some mental pictures that will help you
perform better and to help you with a better life. You previously learnt to programme concrete

pictures of the future, you have also leaminfluence your body now through ideomotor pictures,

you will now learn even more about using visualised goal steering to influence you life and your body.

You can start by creating an initial picture that expresses a life goal or a career goal.ldtzoa

specific picture, where you have achieved a goal in sport or work. It can also be a goal where you

have created a better existence for other people, for example, making the world better through

spreading happiness to other people. You can alsthow these two visualisations.

| want you now to create such a vision and for the next minute let it meld deep down.

This picture has now been imprinted deep in your inner mind and will always be with you in the

future. Itwill give you a lot of energy, inspiration and motivation. It will create a strong personal

vision and help you move towards this goal. It will give you energy every day that will carry you
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forward, it will also give you a sense of increased meaningwhat you do is important in a larger
context, a feeling that you are important.

You will now do 2 exercises where you steer your body by creating visualised goal pictures. Chose a
performance or a situation that you would like to improve and for &xé minute you will visualise
executing this performance, or dealing with the situation in the way that you normally do it, at the
same time as you watch yourself from a spectator seat. Go ahead and do this now.

You may now leave this situation anddisto me. You can use this technique when you want to
correct or improve something in your performance. By watching yourself from outside you will find it
easier to see what it is you need to improve, or correct, in your performance.

Now we will moven to the next exercise. This time | want you to see yourself perform in an ideal
way, | also want you to get emaotionally involved in the situation, feel your body performing, feel that
you are in your body and in the performance and that you are exparigit from the inside. Go
ahead now and visualise your ideal performance from the inside.

You can now leave this situation and listen to me again. Every time you experience a good
performance in this way, your brain and body will learn the perfegt @faerforming, you create an
experience of the ideal performance situation. You create a state that can automatically return at
every important opportunity.

These exercises will teach you how you can, through integrated visualised pictures, cnepte ene
motivation and involvement, energy for the steps to carry your through the exercises and training
along the path to your chosen goals. The training will also teach you that, through integrating
specific pictures of the future in your mental rooms thill automatically steer you to your future

goals, without needing to consciously think about what you are doing. You also learn that through
creating perfect pictures of your performance you can create the perfect performance. It will also
help you ® automaticallyimprove your performance; you can create a feeling of flow, a feeling that
everything happens by itself, in this automatic process. It also teaches you that you can talk to your
body in every moment with the help of visualised goal @stun order to hand over to the body, to

let it happen automatically and enjoy the feeling that the body and mind are executing what they have
been told to do. Every time you use this programme you will feel that you become more secure in the
use of goapictures to programme and steer your body. The techniques will help you to better
performances and to a better life in general. You can now take a few deep breaths and wake up in
your own time, and when you wake up, before you open your eyes sttefolioarms and legs a
little, and when you wake up you will feel relaxed, refreshed, and good in every way.

1.12 MRT & VRT DVD scripts

DVD script for Verbal Relaxation Training (VRT) and Music Relaxation
Training (MRT)

Generic beginning

Hello, myname is Sheila Ross. | work in the area of health promotion helping to make people
stronger, both physically and mentally. Thank you for agreeing to take part in this study which | am
doing for a PhD with the University of Edinburgh. This study is abaiding mental strength and
resilience abouthelping you to feel better, to cope better with everyday life, both at home and at
work, to help you stay on top and avoid, or lessen your risk of stress, anxiety or depression.

Just as we know that theeare certain things we can do to help ourselves keep physically well, such
as eating healthy food s and taking exercise, we also know that there are things we can do to help
ourselves keep mentally fit and welhealthy eating and exercise are impartdere todut so is
relaxation.

Relaxation is something which is often overlooked in our busy, stressed, fast paced world. It seems
like such a natural thing that we sometimes think it will just come to us automatically when we need it,
sowed o n &dthe tinge to develop it.
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Only a few of us are taughbwto relax, the rest of us just have to pick it up as we go along in life,
and many of us never do.

Relaxation is a skill, and like any other physical skill, it has to be learnt, and youdpxactice to

get better at it. When we first learn to ride a bike we may wobble about and feel unsteady but the next

time we get on a bike our mind remembers the mental state and the skills that we had learnt from the

time before, so we improve each time do it.

By listening to these CDs you build up the ability to relax automatically. It becomes easier to relax

more deeply each time you practice. Each time you go into a deeper state of relaxation, and the

relaxation lasts for longer when you fihigloing it.

Why study relaxation so much? Why is relaxation so important? Our minds have the most incredible
resources available to help us but these resources are not available when we are stressed. Why is
this? Therebds a ¢saprolemofdrust Iivee gibersanieone a pnoalém white | v
scanning their brain we can see this part of the brain light up.

It doesndét matter what the probli sowhetheryouwrket her p
looking for keys or thinking abowthat to have for dinner, or talking to your boss about your work or

your partner about something personal. To the brain these are all just problems and gasie

part of the brain that is involved with sorting them out for us. But if we are dirésisepart of the

brain is switched off. When we are stressed we
can no longer come up with new ideas or solutions to our problems. A simple example of this is when

we are talking about a film

This iswhy when we are stressed it is so difficult to take decisions, decide what to wear, what to say to
people, and what to do to relax. Normally when this part of the brain is functioning well we are in a

state of flow, we seem to effortlessly solve allpuro b 1 e ms , but things that nor
us at all seem insurmountabl e when we are stresse
definitely there.

It is natural to have some stress or pressure in our life, and positive stneshelp us do things,
perform well and enjoy the challenge. We feel able to cope.
However if we feel we have too much stress or pressure this can make usrtdrgh our bodies
and our minds and this unhealthy for us. Too much stress causes a physical response in our body, we
produce certain chemicatsg, adrenaline,causing usd fight or run away . Our ancestors had to
fight wild animals or hostile tribes to survive so this is a very powstidival instinct This can still
be helpful if we are in a situation where we need to run or fight, but most often today this is not a
practicalway to deal with stress. We then have these chemicals in our bodies with no way of using
them up this is harmful to the body, making us sweat and have a racing heart.
We experience stress in both our minds and our bodies and the signs ihahgddike headaches,
muscl e aches, sl eepl essness, nervousness, anger ¢
just go round and round in our heads.
People are different so not everyone feels stress in the same way and we all havewayooin
dealing with stress. What stresses out one person may not stress another, we may have our own
uni que 6 shingsé¢hat provoke a stress response within us. Common ones are money
problems, death of a close friend or relative and moving fice . Often we dondét knov
stressing us, and this can make us worry even mor
which can make us feel trapped in our bad feelings.
We can often be unawareazrrying stressand have background stressiothing obvious but stressful
none the less, and when we have background stress in our mind this alerts the body to prepare for
danger which then feeds back to the mind to keep alert and ready for flight or fight and so it spirals,
making it harder and &rder to relax.

2 A0K NBfIEFGAZY 6S Oly aiG2L) G6KS adiNBaa NBalLRyasSs
To go to sleep we need to relax and not surprisingly one of the first symptoms of feeling stressed can

be sleeplessness. Relaxation is aboutgienly as much energy as we need for what we are doing,

whether mental and/or physical. This way we are more efficient, perform better, think more clearly

and because we are only using the energy we need we feel less tired and more energetic generally.

Think of a golfeii to play well he/she must use only those muscles necessary for the shot , and , to

keep a clear mind, free from worry. Tensing the body makes it more difficult for the performing
muscles to work well and make it more tiring and wealhrecognise how thinking negative thoughts
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interferes with good performancéthletes a k e o f b e i inttatdmerntah platelokconmpieta e 6
focus.

Specific part for VRT

This DVD accompanies the first CD is part of a series of 3 which use the positive power of words.
Words are very powerful and we easily absorb the negative words from the world around us. This
programme can counteract such negative messages to help bstfeeabout ourselves, more

relaxed and more positive, helping us cope better with the everyday stresses of life. By relaxing as
you listen you can allow the positive words to sink deep into your mind. It can be thought of as a
mental immunisation agast stress.

Find a comfortable place for yourself to sit or lie down so that you can really relax as you listen to the

CD. Allow all your muscles to release the tensions of the day and to relax comfortably. Allow the

thoughts in your mind to just owe and go, notice them without criticism or judgement. As you do this

you may find your mind drifts off whilst you are
the words and enjoy the relaxation that develops as you listen. Even whenyasieapconscious

mind is still listening.

As you continue to practice listening and relaxing to the CDs you may find that it becomes easier and
easier to relax at all times, when you are listening to the CD and also at other times. By learning
relaxation in a relaxed environment you can begin to learn how to relax when stressed. A useful
exercise to do is to notice when you feel tense and when you feel relaxed. Once your brain has
learned to relax it will continue to use that skill automatically. Yive are relaxed we feel more
positive and can cope better with the everyday stresses of life.

Specific part for MRT

This DVD accompanies CD1, the first CD in a series of 3 which contains music written in the Dorian

mode. This is a type of musical gcalightly different from the usual major and minor scales

commonly used. This could be said to create a musical language which is more neutral in tone than

the O6happydé feeling of a major scale orletedhe 06sad:¢
that the type of music |istened to could affect e
behaviour. Dorian mode music was believed to help you become stronger.

Find a comfortable place for yourself to sit or lie down so that yourealty relax as you listen to the

music. Allow all your muscles to release the tensions of the day and to relax comfortably. Allow the
thoughts in your mind to just come and go, notice them without criticism or judgement. As you do this
youmayfindyou mind drifts off whilst you are | istening
the music and enjoy the relaxation that develops as you listen.

As you continue to practice listening and relaxing to the music you may find that it becomes easier
and easier to relax at all times, when you are listening to the music, and also at other times. By
learning relaxation in a relaxed environment you can begin to learn how to relax when stressed. A
useful exercise to do is to notice when you feel tensevbed you feel relaxed. Once your brain has
learned to relax it will continue to use that skill automatically. When we are relaxed we feel more
positive and can cope better with the everyday stresses of life.

Generic Ending

Thank you for your particiggon and | hope you enjoy the programme. Please remember to return all
questionnaires and | look forward to sharing the results with you

338



1.13 CD inserts for VRT and MRT

For Further Information

As this is a research project, we are interested in the
number of times you have listenad to each track.
Please tick the days you have listened and send
this back along with the questionnaires and CD.
Your honesty iz appreciated. Thank you.

{CD1|Mon|Tue Wed|Thur| Fri | Sat | Sun
Track
1

Track
2

Track
3

Track
L 4

Instructions for Use

This CD has 4 tracks on it, each lasting 18 mins. Start
with track 1 listening at least cnce a day for a week before
moving on to the next track for a week. and so in this way
maving stepwise through the CD.

As each track is about relaxation it is important to listen
somewhere safe where it does not matter i you fall asleep.
Do not listen if you are driving, operating machinery

T are any situation where safety depends on you
belng alert.

This CD is part of a series of 3 which contains music
written in the Dorian mede. This is a type of musical
scale slightly different from the usual major and minor
scales commonly used. This could be said to create a
musical language which is more neutral in tone than the
‘happy’ feeling of a major scale or the 'sad’ feeling of a

be. The ancient Greeks believed that the type

istenad to could affect an individual's character
and subsequently their behaviour. Dorian mode music
was believed to help you become stronger.

Music Relaxation Trammg “cD1

Find a comfortable place for yourself to sit or lie down so
that you can really relax as you listen to the music. Allow
all your muscles to release the tensions of the day and
to relax comfortably. Allow the thoughts in your mind to
just come and go, notice themn without criticism or
Judgﬂmem_ As you do this you may find your mind drifts
off whilst you are listening. that's ok. just bring your
attention back to the music and enjoy the relaxation that
develops as you listen.

As you continue to practice listening and relaxing to the
music you may find that it becomes easier and easier to
relax at all times, when you are listening to the mus
and also at other tim By leamning relaxation in a relaxed
.anuirunm-anlyau can begin to leam how to relax when
ed. A useful exer to do is to notice when you
Fe:-l tense and when you feel relaxed. Once your brain
has leamed to relax it will continue to use that skill
automatically. When we are relaxed we feel more e
and can cope better with the everyday stresses of life.
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For Further Information

As this is a research project, we are interested in the
number of times you have listened to each track.
Please tick the days you have listened and send
this back along with the questionnaires and CD\
Your honesty iz appreciated. Thank you.

fCD1 [Mon|Tue [Wed[Thur| Fri | Sat | Sun
Track
1

Track
2

Track
3

Track
4 J

Verbal Relaxa on Train g CcD1

Instructions for Use

is CID has 4 fracks on i, each lasting 18 mins. Start with track 1
Fistening at least once a day for a week before moving on to the next
track for 2 weelk, and thits way moving siepwise through the CD.

As each CD begins with refaxation it is
safe whers it does not malterrf)mfdl
driving,

the CO and also a-t._-hrtn'les. F_'y leaming relaxafion

ina relaxed ervironment you can begin fo leam how fo relax when
strecsed. Ausel.ll rsue todois bn-'tboe when you red terse and
2|
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2.1 Boxplots of Age and Sex distributions in the Control and
Intervention Groups

Box plots of Age and Sex distribution within the Control and Intervention
Groups
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2.2 Boxplotsat time Ofor control andPMTgroup by gender
for variables
1. Boxplot for variable CDRISC for control arRMT groups by gender at tim@
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3.Boxplot for variableviBl_PE - control andPMT grougs by gender at the0O
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4. Boxplot for variableMBI_CY for control andPMT groups by gender at timé
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5. Boxplot for variableDASS_D for control andPMT groups by gender at tim@
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6. Boxplot for variableDASS_Afor control and®MT groups by gender at timé
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7. Boxplot for variableDASS_S for control andPMT groups by gender at tim@

DASS_S_0

40.00

30.00

20.00

10.007]

.00

pmt

sex

mr
Ewm

8. Boxplot for variableDASS _TOTfor control andPMT groups by gender at timé
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9. Boxplot for variableVNEMWBS for control andPMT grougs by gender at tim@
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2.3 Baseline Normality Testing

Kolmogorovi Smirnov (K-S) test for normality in the variables split by group
control (0) and®MT (1) at baseline, showing highlighted significantly frirmal

distribution
Kolmogorov-Smirnov?
Variable Group *  Statistic df Sig.
CDRISC .00 .107 51 .200"
1.00 .107 49 .200"
MBI_EX .00 .083 51 .200"
1.00 142 49 .015
MBI_PE .00 .073 51 .200"
1.00 .099 49 .200°
MBI_CY .00 .091 51 .200"
1.00 115 49 .110
DASS_D .00 27 51 .038
1.00 .203 49 .000
DASS_A .00 .205 51 .000
1.00 .252 49 .000
DASS_S .00 .082 51 .200"
1.00 .139 49 .019
DASS_TOT .00 135 51 .021
1.00 .183 49 .000
WEMWBS .00 .139 51 .016
1.00 .094 49 .200"
FMI .00 .080 51 .200"
1.00 .103 49 .200"

* group-0= control; 1 =PMT intervention

Wellbeing = WEMWABS; Resilience =CDRISC10; Mindfulness=FMI;
Exhaustion = MBI_EX; Cynicism=MBI_CY; Personal Efficacy = MBI_PE;
Stress = DASS_S; Depression = DASS_D; Anxiety =DASS_A
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2.4 Variable Normality Testing Across Time

Kolmogorov-Smirnov
4 weeks 12 weeks 26 weeks
PMT [Statistic df Sig. |Statistic df Sig. |Statistic df Sig.
CDRISC_4 .00 .097 25| .200° 150 .24 72 .100 27| .200°
1.00 .091 23 .200° .78 23 .056 113 31| .200
MBI_EX_4 .00 .149 25 154 .196 24 .018 133 27 .200"
1.00 115 23| .200 124 23| .200° .081 31| .200°
MBI_PE_4 .00 .097 25 .200" 161 24 .109 181 27 .023
1.00 .143 23| .200° 151 23 .188 110 31| .200°
MBI_CY_4 .00 115 25 .200" 111 24 .200" .130 27 .200"
1.00 213 23 .008 .163 23 117 .160 31 .041
DASS D 4 .00 .180 25 .036 .238 24 .001 .160 27 .073
1.00 179 23 .054 .273 23 .000} .226 31 .000
DASS_A 4 .00 251 25 .000 .313 24 .000 .248 27 .000
1.00 .282 23 .000 .292 23 .000 .236 31 .000
DASS_S 4 .00 128 25 .200" 177 24 .051 .148 27 .136
1.00 152 23 .180 .176 23 .062 .133 31 172
DASS_TOT_4 .00 .150 25 152 .209 24 .008| 132 27 .200"
1.00 197 23 .022 .213 23 .008| 129 31 .200"
WEMWBS_4 .00 .065 25 .2007 192 24 .022 121 27 .200"
1.00 170 23 .082 .072 23 .200" .140 31 127
FMI_4 .00 147 25 .168 117 24 .200" 146 27 .143
1.00 A77 23 .059 .160 23 129 .089 31| .200°

Wellbeing = WEMWABS; Resilience =CDRISC10; Mindfulness=FMI; Exhaustion = MBI_EX;
Cynicism=MBI_CY; Personal Efficacy = MBI_PE; Stress = DASS_S; Depression = DASS_D; Anxiety
=DASS_.AHighlighted showing non normal distribution
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Control Group DASS variables showing skew and kurtosis

DASS D| DASS_A| DASS_S| DASS_TOT| DASS_D_] DASS_A ] DASS_S_[ DASS TOT_| DASS_D_] DASS_A 1 DASS_S | DASS_TOT |
4 4 4 4 2 2 2 2 6 6 6 6

N Valid 25 26 26 25 27 27 27 27 28 28 27 27

Missin 26 25 25 26 24 24 24 24 23 23 24 24

g
Mean 8.9600| 4.2308| 13.0769 26.8000 6.6667 3.7778| 11.3333 21.7778 6.8571 3.7857| 10.8889 21.7778
Std. Error] 1.43815 1.20168[ 1.50171 3.65148] 1.38778] 1.11623] 1.74761 3.88926( 1.14286| 1.05077[ 1.46111 3.36960
of Mean
Std. 7.19073( 6.12737| 7.65727| 18.25742 7.21110] 5.80009] 9.08083 20.20916 6.04743] 5.56016| 7.59217 17.50897
Deviation
Variance 51.707| 37.545| 58.634 333.333 52.000 33.641 82.462 408.410 36.571 30.915 57.641 306.564]
Skewness 731 2.540 .820 1.618 1.967 2.265 1.052 1.942 1.218 3.260 1.068 2.084
Std. Error .464 .456 .456 464 448 448 448 448 441 441 448 448
of
Skewness
Kurtosis -.300 8.418 .880 4,197 4.300 5.221 1.017 4.141 2.225 13.486 1.723 7.023
Std. Error .902 .887 .887 .902 .872 .872 .872 .872 .858 .858 .872 .872
of
Kurtosis
a.PMT=.00

Wellbeing = WEMWABS; Resilience =CDRISC10; Mindfulness=FMI; Exhaustion = MBI_EX; Cynicism=MBI_CY; Personal Eff8teeys—NIBASBE S; Depression =
DASS_D; Anxiety =DASS_A
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Intervention Group DASS variable statistics showing skew and kurtosos

DASS_D| DASS_A| DASS_S| DASS_TOT| DASS_D_] DASS_A_] DASS_S | DASS_TOT_| DASS_D_J] DASS_A ] DASS_S_| DASS_TOT |
4 4 4 4 2 2 2 2 6 6 6 6

N Valid 24 24 24 24 24 24 25 24 31 31 31 31

Missin 25 25 25 25 25 25 24 25 18 18 18 18

g
Mean 7.6667] 5.5833] 11.8333 25.0833 4.9167 4.0000( 10.9600 20.0000 6.2581 3.8065 9.6129 19.6774
Std. Error 1.41763] 1.71515 1.82938 4.39199 1.17941 1.46456 1.70927 3.69685 1.17589 95199 1.35176 2.84223
of Mean
Std. 6.94492( 8.40247| 8.96208 21.51626 5.77789] 7.17484( 8.54634 18.11077] 6.54710 5.30044] 7.52630 15.82485
Deviation
Variance 48.232| 70.601f 80.319 462.949 33.384 51.478 73.040 328.000] 42.865 28.095 56.645 250.426
Skewness 1.009 2.070 .765 1.281 1.563 2.601 1.217 1.278 1.322 2.684 771 716
Std. Error 472 472 472 472 472 472 464 472 421 421 421 421
of
Skewness
Kurtosis .567 4.656 -211 .993 1.679 7.303 1.278 1.126 1.531 9.670 -.031 -.275
Std. Error .918 .918 .918 .918 .918 .918 .902 .918 .821 .821 .821 .821
of
Kurtosis
a.PMT=1.00

Wellbeing = WEMWABS; Resilience =CDRISC10; Mindfulness=FMI; Exhaustion = MBI_EX; Cynicism=MBI_CY; Personal Effitaeys—NIBA\SBE S; Depression =
DASS_D; Anxiety =DASS_A
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2.5 Engagement with Conditions

Normality test with engagement variables (sumtracks and Sum CD1 in both groups)

Kolmogorov-Smirnov?
PMT  Statistic df Sig.
sumtracks .00 .165 32 .027
1.00 .168 29 .036
sum_CD1 .00 .106 32 .200°
1.00 .086 29 .200°
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'3.1 Letter of ethical approval from Lothian NHS

——

02
Deaconess House

148 Pleasance h d
Edinburgh

EH8 9RS H
Telephone 0131 536 9000 LOthIan

Fax 0131 536
www.nhslothian.scot.nhs.uk

Lothian NHS Board Lothian Research Ethics Committee N H

Ms Sheila Ross Date 16 February 2009
Our Ref
Ph“l? Stu?ent d Enquiries to Lyndsay Baird
selt employe: Extension 89061
24 Boswall Road Direct Line 0131 536 9061
Edinburgh Email lyndsay.baird@nhslothian.scot.nhs.uk
EH5 3RN

Dear Ms Ross

Full title of study: An evaluation of the impact of a positive mental training
programme on the mental health and wellbeing of a
working population.

REC reference number: 08/S1102/64

Thank you for your letter of 08 January 2009, responding to the Committee’s request for further
information on the above research and submitting revised documentation.

The further information was considered at the meeting of the Committee held on 11 February
2009. A list of the members who were present at the meeting is attached.

Confirmation of ethical opinion

On behalf of the Committee, | am pleased to confirm a favourable ethical opinion for the above
research on the basis described in the application form, protocol and supporting documentation as
revised, subject to the conditions specified below.

Conditions of the favourable opinion

The favourable opinion is subject to the following conditions being met prior to the start of the
study.

Management permission or approval must be obtained from each host organisation prior to the
start of the study at the site concerned.

Management permission at NHS sites (‘R&D approval’) should be obtained from the relevant care
organisation(s) in accordance with NHS research governance arrangements. Guidance on
applying for NHS permission is available in the Integrated Research Application System or at
http://www.rdforum.nhs.uk.

Headquarters
( ) 5‘."’0» 5 Deaconess House 148 Pleasance Edinburgh EH8 9RS
b g/yg‘ Chair Charles J Winstanley
Chief Executive James Barbour O.B.E.

INVESTOR IN PEOPLE "/n w A A )
Lothian NHS Board is the common name of Lothian Health
Board
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3.2 Minutes from Department of Clinical Psychology Ethics
Meeting, Edinburgh University

DClinPsychol Ethics Meeting

4™ August 2008

Apologies
Eﬁﬁemewman Ken Laidlaw
y Mick Power

Suzanne OORour ke

Jill Jones

Lindsey Murray

Eleanor Sutton

Paul Morris *

*Paul attended for Sheila Ross and Evelyn Janetta proposals to clarify any issues as
supervisor.

Sheila Ross

This is a PhD project supervised by Paul and David.

The panel had one main concern about the project, which was the commercial interest that the
researcher has in the project and evaluation of the training. There was a discussion of
whether this is appropriate for a PhD. However, the panel recommend&dhdilattries to

be as transparent as possible and think about the following:

1 She employs someone else to conduct the interviews.

The extent to which someone else can analyse the interviews was debated, but the
greater involvement of another in the analysi the first interviews would be good.
At the least someone else should compare codings.

1 There was a discussion over how to phrase the part about use of results in training and
promotion on the consent form. We were unsure whether this was group oesult
guotations from the qualitative study. It was suggested that a separate consent form
exists for the qualitative study; otherwise she is in danger of losing participants who
do not agree to this. For the quantitative study she could add to the stiadentiee
consent form that presentations will include those for promotion of the product. The
gualitative consent form should have a specific statement about the use of quotations.

Other issues included:

1 There may be a difference in commitment (engagentetween the intervention
groups and she will need to be aware of this. This may be compounded by the
information provided on the information sheets, which specifies the two conditions.
The panel felt that she could make it less obvious which wastdrgention and
which the control in her descriptions.
6B6 or 616 and 626rather than print the
made blind to conditions she needs to make sure that she dotsenttis is blind in
the method/ethics applications.

1 Itwould also increase researcher blindness if someone else had control over data
return, participant ID and condition.
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1 There was concern over the use of HADS in acloncal sample. The use of the
DASS was recommended, to include a measure of physical symptoms.

1 Itwas a bit unclear why occupational health need to be familiar with the scale used. It
needs to be made clear that they cannot identify or contact any individuals from the
study.

1 What isthe clinician version of the HADS? Did she mean thersglort version?

1 The panel raised concerns that this would not be enough work for a PhD.

The project does not need to return to the panel provided that ethical issues are addressed.
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3.3 Information sheet for research participants for Interview

Promoting mental health and wellbeing in a working population

Thank you for taking part in the above research project. Your participation has been very helpful. To help us understand
more fully your experience of listening to the relaxation training programme we would like to invite you for an individual
interviewwhere you will be asked to talk aboyburviews and experiences of using the audio programme

Before you decide you need to understand why these research interviews are being done and what would be
involved from you. Please take time to read the following information carefully. Talk to others about the
interviews if you wish. Ask us if there is anything that is not clear or if you would like more information. Take
time to decide whether or not you wish to take part.

About the Interviews

The purpose of the interviews is to get a more in-depth understanding of personal experiences of using the
relaxation training programme and any effects it may have had. Sometimes its easier to understand something
through talking to someone than from the answers in questionnaires. Questionnaires are useful and give us
information that can be counted but listening to someone gives us a different kind of information which can be
very helpful. The interview is very relaxed and informal and will be conducted by an experience, independent,
female researcher.

The interviews will be analysed as part of the research which is being carried out as part of a PhD in the
University of Edinburgh, Health in Social Science Dept. in conjunction with NHS National Services Scotland (NHS
NSS).

Who is being invited to take part in this study?

Some people who listened to either the verbal relaxation training programme or the music relaxation training
programme are being invited for interview. They have been randomly chosen to represent those who completed
the programme, those who did not complete the programme and men and women.

It is up to you to decide if you wish to take part. If you do we will ask you to sign a consent form to show you
have agreed to take part. You are free to withdraw at any time, without giving a reason. This will not affect your
work record in any way.

What you are expected to do

If you decide to take part please phone or email the researcher on (work no, email inserted here)

You will be given an appointment time to attend for interview at a mutually convenient time during work hours and
this will last about 45 mins.

The interview will be audio recorded so we can remember what you said and will be strictly confidential and
available only to the researcher and relevant staff from the NHS or university. All will have a duty of
confidentiality to you as a research participant and will do their best to meet this duty. These recordings will be
stored in a safe place, under lock and key in the Occupational Health Department, until the PhD is finished and
they will then be destroyed.

By signing the consent form you are agreeing to participate in this research study, which involves attending for an
interview to discuss your experiences of listening to the CDs.

If you have any queries or want to discuss this further you can contact the research team on ( work number,
email inserted here)

Thank you. Sheila Ross
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3.4 Curriculum vitae of Mrs Tish Chalmers, independent
interviewer

Pairicia (Tizh) Chalmers
Health & Social Bezearcher
1% Viewfield Foad
Jamiper Green
Edinburgh
EH14 5BE
0131 453 3463
Mobile: 07795552905
tishchalmers @itc-research couk

WORK HISTOREY

Jam 2008 Freelance social researcher
Collaboration with the Centre for the Older Person's Agenda,
Crueen Margaret University, Edinburgh regarding wndertaking research
to examine "The Pathway from Hospital to Care Home'. Update of
previous hiterature review.

March 2007 Freelance social researcher
Scottizh Partnership for Palliative Care
Editorial consultant for the Scottish Partnership for Palliative Care
helping to produce a publication on heart farlore and palliative care.
Thas work was commissioned by the Bntish Heart Foundation Scotland.

Jam 2007 Freelance social researcher
Scottish Centre for Social Research
Collaboration with the ScotCen evaluating a National Pilot of Standards
and Listing in Three NHS Boards. This pilot aimed to introduce the
regulation of health care support workers (HCSW) by the achievement of
standards and to mamtam a central list of all those who were successful
in achieving the standards. A muxed method approach included m depth
imterviews with stakeholders and key informants; swrveys of HCSWs and
work place supervisors and accessing anonymised data from the List of
those registered.  The evaluation was commssioned by the Scothsh
Executive Health Department. I was mvolved with the preparation and
undertaking of the 1n depth mterviews and some analysis.

Feb 2006/Dec 2006  Freelance social researcher
Scottish Centre for Social Research
Evahation of legislation to prolubit smoking in enclosed public
places. In depth inferviewmy of 1dentified stakeholders pre and post
ban

Sept — Now 2006 Ereelance zocial researcher

Center for the Older Person's Agenda, (Jueen Margaret
University College, Edinburgh

Literature review: The Pathway from Hospital to a Care Home
Emvironment
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3.5 CONSENT FORM for Interviews

Title of Project: Promoting mental health and wellbeing in a working population.
Name of Researcher:  Sheila Ross

Participant ID number

Please initial
box
1. I confirm that | have read and understand the information sheet dated.................... ]
for the above study. | have had the opportunity to consider the information, ask questions
and have had these answered satisfactorily.
2. I understand that my participation is voluntary and that | am free to withdraw at any time ]

without giving any reason, without my medical care, work record or legal rights being affected.

3. I understand that data collected during the studgy be looked at by relevant individuals from
Edinburgh University or from the NHS. | give permission for these individuals to have access to my dag.

4. | understand that results from the study will be published as a university thesis afe wiliblished in
academic journals / presentations. All such results will have any identifying information removed, sucmhat
individual participants could not be readily identified from the results.

[

5. | agree tdoe audio recorded during interview

6 . | agree to take part in the above study. ]

Name of Participant Date Signature

Name of PersonDae Signature
taking consent

Optional
I am willing for anonymised quotes from my interview to be used in the results from this study

provided all identifying information will be removed, and that | cannot be readily identified from these [
quotes.

Name of Participant Date Signature

When completed, 1 for participant; 1 (original) for researcher site file
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3.6 Interview Schedule

1 Perhaps if you could begin with you tellingg a bit about yourself

...... where do you work and is it full time, etc..?

2 Can you tell me a bit about how you have found listening to the programme? Your
experience of using the programme?

- can you tell me more about that?

3 Can you remember last time you listened, can you describe it to me?

- what was it like?

4 What do you think you, or maybe other people, have noticed about yourself since
you have been listening to the programme?

- can you give specific examples?

5 What do you tink could be changed about the programme?

6 Anything else youdod |i ke to add before

3.7 Additional questions from emergent themes

The interview schedule was modified and an additional questions were added into the
interview scheanud et teomed,c htehcakt oouft 66 f i tt i ng 1 n
own experiences and understandings of the wo

Instructions to Interviewer
It would be helpful if you could follow up/ incorporate, the following ideas in interviews if
possible

1 when you are exploring motivation for using the prograrime

a it seems that it may come from previous experience from other self help such as

Al exander technique and Chi Gong, so if ité
done any otér self help/ alternative therapies

b also may come from previous experience of stressful evants u | d wilmatuis as k 0

it in their experience (of stressyhich prompts this response, ie to try this
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programme® | am wondering if its a desire to a@petter or a desire to
avoid. Hopefully you wondédt get into the detail
know that, just what about that experience motivates them to try the programme.

listeningi p e r h a haw easy Has itbeen to fittkming to the CDs into your
routine/your lifed | am thinking that it needs to be able to fit into their lives to be easily
acceptable (perhaps this sounds obvious!)

359



~

41 LILISYRAE F2NJ {GdzRé& H wSadz (4

4.1 Example of Nvivo screen shehowing coding of a participant
interview

I Home Create External Data Explore Layout View
7| MNavigation View E B DockAll i B Matrix H .
f Find o B UndockAll Bookmark 83 Classification - |y C P
£ Quick Coding View = | ) Close All ET Close g Tz
Work Window List View Links Visualization
Nodes | Look for: - Searchln = | Nodes Find Now Clear Advanced Find x
[ Nodes
i@ Relationships Nodes
G Matrices * Name £ Sources References Created On Created By Modified On Modified By -
Q music 4 15 07/05/2011 11:21 SR 10/05/2012 17:51 SR i
(Q preconception,challenge to self a:s 12 30042011 17.:37 SR 0710512012 14:47 SR =1
= (Q facilitators to listening 8 2% 0110412011 06:48 SR 07/05/2012 14:47 SR
[ ) Participant 12| {2) Participant 57 | [} Participant 93 | 1) Participant 30 |Qincreasing caping [x
Click 1o edit
“flgr 8 g zfz g8 = 3 g3 9585
T: Yeah, good and you find that helps? £rE ¢ Elgd £F £ i & N
2 2 3 w2 =2 = g = @ 5§ =
gis § 3slg: 5% E &3 s £i%
ID30: Yeah. il 8 3 E| ° § : § 0 fZcs
ST L i g =z = £8°
T: Very good. When you were listening to the CD, was there ever an i § ,35 5 E = B} -]
occasion where you really just felt poorly, you just didn’t feel like ! o z & z =
listening to it? g g7 g H
2 g
ID30: No | wouldn't say so, no, | particularly liked the Dorian Mode guitar % g g gj
music, | remember that as well because that fitted in with one of my hobbies. 2 % a £
El i
T: Right, is that the sort of music you play. ;:
ID30: No, no but well we do a piece on the electric guitar and basically my B E
teacheris all 70’s but | mean it's quite diverse the music we play but | had =
= heard of the Dorian Mode and well I've got book on it, | haven't got there quite
@ Sources. to actually play things like that but it was very relaxing and of course the
classical guitar, its all good
() wodes
@ — T: Good yeah. Soyou're kind of answered my next question but it's, =
what do you feel you’ve gained from listening to the programme, both &
i Collections positive and anything negative perhaps?
Q Queries ID30: Eh| can't think of anything negative at all actually but it's given me g
tools to cope now, breathing from my stomach rather than my chest you know g
_;J Reports the relaxation, | know if I've a particularly stressful day | can go through to my §
bed, be alone, quite and | know how to relax from the top of my head all the K]
_9 Models way to my feet basically the way the CD taught me. 2
[/ Folders T- And hawa v Anna that sinra varfua ramnlatad tha nrarramma? M | K n v
2| ..| Codest -3 X
& SR 38 ltems

[ —— T —| e — e ———————
> gy Qual resul... T Qual Met... T Qual resul... ﬁ screen sf T Documen... &%) 2 Firefox
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4.2 Screenshot of Nvivo showing coding and theme development

i Home Create External Data Analyze Explore Layout View
gD 5 P Audio O @ ) Folder @ ¢  Source Classification @ ‘
B Video 5 Search Folder ¥ A £ Mode Classification
Document External  Memo Node Relationship Relationship | Create
@ Set 3 Adds s Type As~
Sources Nodes Collections Ttems
Nodes | Look for - Searchln =~ | Nodes Find Now Clear Advanced Find x
) Nodes
4 Nodes
fid Relationships
G Matrices * Name B Sources References Created On Created By Modified On Modified By
(D changes to programme 10 35 01/04/2011 06:36 SR 0700512012 14:54 SR
(D control. experience of stress 83 4 09/05/2011 15:50 SR 0700512012 14:54 SR
=-(Q eperience of istening 10 43 3110312011 19:58 SR 0710512012 14:47 SR
Q) =dapis to individuzl needs 4 5 01/052011 18:40 SR 71052012 1454 SR
Q) effects staying 5 3 01/052011 18:42 SR 1052012 14:54 SR
Q experimenting when to listen 4 4 30042011 17.03 SR 280472012 17.53 SR
5 Q oained 11 64 31/03/2011 20.04 SR 07/05/2012 14:54 SR
Q confidence 3 7 07/0572012 14:17 SR 10/05/2012 17:47 SR
(Q increasing caping 4 5 14/05/2011 15:20 SR 10/05/2012 17:48 SR
Q) letting goworries 3 4 07/0572012 14:19 SR 10/05/2012 17:48 SR
(Q relaxation 1 11 07/0572012 1424 SR 10/05/2012 18:13 SR
Q music 4 15 0710512011 11:21 SR 10/05/2012 1751 SR
Q preconception.challenge to self as 12 300042011 17.37 SR 07/05/2012 14.47 SR
- facilitators to listening 8 2 01/04/2011 06:48 SR 0710512012 14:47 SR
(Q being at the right time 3 3 280472012 16:26 SR 280472012 18:15 SR
=-(Q routine 5 3 2810472012 16:26 SR 2810472012 18:09 SR
(Q breaking the rouine 1 1 2810412012 17:57 SR 2810412012 17:57 SR
=) inhibitors to listening & 1 40 3110372011 20:02 SR 2810412012 19:58 SR
Q finding the time 5 5 290472012 14:51 SR 290472012 14:59 SR
S Q) length of time listened 9 12 311032011 1701 SR 2810412012 17:40 SR
=-Q limitations 7 18 01/04/2011 06:07 SR 07/05/2012 1454 SR
@ sources
Q negatives 4 4 2810472012 17:24 SR 0710572012 14:47 SR
O Nodes Q motivation 1 2 3110372011 20:01 SR 10/05/2012 18:11 SR
—~ MusiC 5 5 0710512011 17:51 SR 10/05/2012 18:11 SR
@ Classifications Q i - L
(Q sthers noticed 8 8 SR 0710512012 14:54 SR
3 S— =-(D persanal experience & attitude 10 &1l SR 2810412012 20:04 SR
- Q open mind 6 3 280472012 17.42 SR 071052012 14.47 SR
,Q‘ R Q) Understandings through alternative therapi 10 21 280412012 16:54 SR 280472012 20:04 SR
Q) wanting to cope with siress better ] 10 2810472012 17:01 SR 2810472012 20:03 SR
f é Reports
Q problems 5 1 01042011 05:51 SR 0710512012 14:54 SR
_9 Models Q Verbal 8 6 0710512011 17:51 SR 0710512012 14:54 SR
. =-(Q Verbal - VRT 7 9 311032011 16:59 SR 07/05/2012 14:55 SR
J Folders . - -
Q music MRT 3 5 0710512011 11:20 SR 2810472012 17.38 SR
»
& SR 39 ftems

- S|y S 7= e e —| —
= 7 TEyQualresul. | T Qual Met.. | T Qualresul.. || [ screensh.. T Example 1. | &) 2 Firefox | [ CHAPTER.. | @ qualinterv... Wl @ e 187

361



4.3 Screen shot of Nvivo thematic development

Nodes compared by number of items coded

4.4 Sheet showing manual coding and thematic development
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4.5 Sample sheets showing development of themes and categories
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5.1 University of Edinburgh Ethical Approval

Boswall Road, Edinburgh EH5 3RN
School of Health in Social Science
Medical School, Teviot Place
Edinburgh EH8 9AG

17" April 2011

Dear Dr Quale,
Re: SheilaRossResearch Ehics application.

Thank you for your letter of the"4April expressing the concerns of the ethics committee. |
have now addressed these and detail this under each bullet point raised. | am also attaching
with the email with this letter, the modified research proposal for resubmission.

Modifications have ben highlighted (italics). | hope these satisfactorily meet the
requirements for ethical approval.

1 The applicant needs to state, in advance, whether there are 2 groups or 3 groups, and
PMT needs to be adequately referenced and described.

o The design has ke modified so that there are 3 groups (2 experimental
conditions and a control), see pages 1, 7, 13.

o PMTreferenced (page 2) and described more fully in appendix, page 33 .

1 Ifitis a nonclinical sample why are there hypotheses about participants gith hi
social anxiety? The mood induction procedure produces short lasting effects on mood
not anxiety.

o Following previous researchers, who have used this social anxiety scale to
isolate, from within healthy volunteer participants, cohorts of high and low
sodally anxious participants(Tsunoda et al., 2008participant data will be
split into top and bottom percentiles of the social anxiety {&i#N). These
cohorts can then be statistically compared, as it is argued (see page 4) that
those participants with higher social anxiety ratings will be more sensitive to
the hypnosis intervention condition. Adopting this analogue research design
is recognized as a useful strategy for experimental designs that would
otherwise require substantial sample siggtpa and Clark, 2001jpage
4).).

o0 The mood induction procedure is to stress the participants to assess the ability
of the intervention conditions to protect against stress (ie low mood induction),
as measured by positive mood (not anxiety). This is a test of resilience.
Statistical analgis will be carried out on the whole sample as well as the SPIN
cohorts.
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1 P6 the description of interventions conditions needs to make reference to when
thenegative mood induction is introduced.

o The timing of the negative mood induction is schematichdys on the
flowchart, see page 14, and described in the text on page 19.

1 There needs to be a decision to use a control group based on science rather than
convenience and ethics cannot be granted until that has been taken account of.

0 Addressed as in firdullet point

f How do we know that the negative mood ind
and has implications for interpreting the results. Needs clarification.

0 Thenegative subscale of the PANAS is being used for this and is included in
the flowchart (see page 14). This follows previous researchers protocol who
have used the same mood induction procedure and check with PANAS (see
page 19).

1 The experimenter is not blinded to the experimental condition. This requires further
consideration.

o The experiranter will be blinded to experimental condition, see p&gel3.

T 6Participants wil/l be i nducepgeaseiendve a s mal
the word O6inducedqd.
o Replaced with owil/l be givend, see pag

1 The participant information sheet seems too brief and there is no mention of what a
participant should do if their mood does not return to normative levels. There should
also be a contact person other than the researcher who the participant can contact to
discuss the study and ideally this should not be the supervisors.

o The participant information sheet su
not return to normative |l evels he/sh
service, (see page 15).

o The inbrmation sheet has been lengthdpage 15) and covers the suggested
inclusions in the NRES (National Research Ethics Service) guidelines.

gg
e

1 I recommend that student resubmit ethics application in light of above changes. As the
experimenter is biased arglnot blinded to the experimental conditions, | strongly
recommend a modification to the methodology to remove this bias.

o The methodology has been modified to address these coraedetailed
above.

Yours sincerely,
Sheila Ross

PhD Student
Dept. Health & Clinical Psychology

365



5.2 Participant Information Letter

Title of Project: An investigation intssuggestiorand mood
Name of Researcher: Sheila Ross

Dear Student,

| would like to ask you to read this letter and considetigipating in my study, please do not hesitate to contact
me if you have any queries.

The purpose of this study is to investigtite effects obuggestion on mood. The study will last no longer than

60 mins and consists of a simple word order taske short mood questionnaires, and listening to a recorded
audio track. In addition you will also watch a short sad video clip (3mins), and a short funny video clip

You cannot participate if you are on medication which may affect your mood, edeanéissats or

betablockers. No risks are anticipated regarding your participation in this study. However, in the event that you
do experience some distress as a result of participation in this study, please note that counselling services are
available to Edinbuig University students (Tel.: 0131 650 4170).

The study is being carried out as part of a PhD in Health Psychology.

All the information you provide will be kept confidential. All of the data will be summarized and no individual
could be identified fronthese summarized results. The data collected from this study will be accessed only by

the researchers named below and will be kept secure in a locked filing cabinet and/or on a secure server. The
data will be electronically archived after completion of shely and maintained indefinitely after the research

study has been completed and any submissions to journals have been completed. The anticipated benefit to you
is that you may learn more about how research in social psychology is conducted and megxies first

hand.

In appreciation of your timejou will receive £8n exchange of your participatiorParticipation in this study is
voluntary, and you may withdraw from the study at any time by informing the experimenter

You will be offered the pportunity to receive a report of the finished study.
You will be asked to sign @onsent forrwhen you come tparticipate.
Thank you for your collaboration!

Sheila Ross
Email: S.Rossl4@sms.ed.ac.uk

5.3 Condition Scripts

Script for the Relaxation plus selfconfidence condition Heightened SuggestionHS)
Words 1314

Sit or |lie down and make yourself as comfor
clench your left hand as hard as you can, take in a deep bredtha@d it notice that when

you do this the tension in your body especially in your chest and in your left hand and forearm

will increase. | will then ask you to breathe out, close your eyes, and relax your left hand and
youol | noti ce wtheerelaxajion spreads to evhnafart df yow entire body

and how relaxed your whole body feels. You can begin now by clenching your left hand as hard

as you can, take a deep breath as deep as possible and hold your breath hold your breath
notice the tesing in your left hand and chest and breathe out, allowing your eyes to close
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and relaxing your left hand and your entire body feel how the relaxation spreads throughout
your entire body you dondt need t otcomeke any
its own way, breathe calmly and evenly. Concentrate effortlessly on the physical sensations of
breathing, the feeling of stretching as you breathe in, and relaxation as you breathe out as you
breathe in follow your breath in, as you breathe fmlibw your breath out, as you breathe in

you are aware of your body, as you breathe out you are calming your body, follow your breath
in and follow your breath out, noticing that every time you breathe out you relax more and
more, deeper and deeper. Nawgt continue breathing calmly and evenly for a few moments
until | speak to you again each time that you breathe out allow yourself to relax even more,
allow the relaxation to spread throughout your entire body at its own speed, noticing the
pleasurablesensation of heaviness that follows the relaxation. As you continue paying
attention to your breathing in this way, following the sound of your breathing, its natural to
find that your mind floats away, so that the everyday sounds around you beconmenraiee

as if fading away into the distance. You are able to focus on my voice while all other outside
sounds drift away. And you listen to my voice in this way you become more and more relaxed.
Notice how your toes and feet feel heavy and relaxed anlaerelaxation spread up your

body, so that all your leg muscles are heavy and relaxed. Let the feeling spread to your back,
your shoulders, down your arms and hands, all the way to your fingers. Now Take your
attention to your neck and head, allowitiggm to relax, notice your face and all the muscles

in your face, soft and smooth, relax your forehead, your eyelids, your jaw, so that your tongue
is gently resting on the floor of your mouth, your lips gently apart, so that your whole mouth ,
cheeks andiace are comfortable and relaxed. Every muscle in your face is calm and relaxed.
And as you become more and more relaxed so your mind becomes more and more relaxed,
allowing any thoughts to drift by, noticing them pass and drift away. Feeling calmedela

safe and secure. Recognise that you have reached a place that is very special to you that feels
good to you, each time you breathe out let it take you down to a calm beautiful and restful
place.

|l 6m going to givVve yoionsdahativié kelp pou draasegaur salfn d s u
confidence, that will help you look at yourself in a more positive way, that will help you to
value yourself even more than you already do, that will help you respect yourself more, that

will help you to have anven better feeling when you think about yourself . These suggestions

and pictures that you receive while you are in this state are going to build up your self image,
increase your self confidence, and increase your good feelings about yourself. Ttuess pic

and suggestions that you receive will affect the way you think, the way that you feel and the
way that you act, t heyoll change your attit
positive way. Afterwar ds habis gokitive andbthis wille e ac
make you happy. As you continue to listen to this CD these suggestions and visualisations will
sink deeply into your unconscious mind and will remain there and will give you increased

energy, youoll fee) mbre Bwbedb, memer gegtoud!l
resourceful, youobl | be able to take the init
you set for yourself, Youdl !l find that your
and thaty u 61 | feel more stabl e, your thoughts w
more collected and balanced, more filled wit
time focusing and concentratingedandatthaayi ng
moment, youol |l be able to detach your though
and youoll have an increased ability to ke
di sturbances. Youol I b etheyaaelwehout rnakisgalifficultids i n g s
seem | arger than they really are, and withou
able to Ilook at things that happen in a more
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positive to be found inreer yt hi ng t hat happens youdl | fini
youoll be able to |l earn from your mistakes,
di fficulties, youb6ll experience probl ams as
youoll be able to face the future with a de
Youol | be able to | ook at coming events witdt
youoll be able to stand upatyjoatoo hawe the sghtltof mor

become angry that you too have the right to be sad, you will realise that your feelings are as
important as those of other people. You will more easily express your own ideas, you will
realise that your ideas are as importaag those of other people, that you are as important a

person as anyone else. Every day you will experience an increase of inner safety, inner
security, and personal well being, you will become more aware of your resources and your
potential, day by dayopr trust in your own abilities will increase, day by day your feeling of

safety and inner security will grow, day by day yseifesteemyour self respect and your self
confidence wil/l steadily develop. andydiouol |
personal resources will grow more and more and become more and more positive.

Allow yourself to picture yourself in some future situation and see how your increased self
confidence enables you to handle this situation better than you ever have. béllow

yourself now to move into this situation and experience how much better you manage it than
you ever have before. With the help of this training your overall picture of yourself will become
more and more positi ve elfconidencéand yowr gopdefeelingsn c e |
about yourself will simply grow and grow as each day goes by.

When you open your weyes, youoll know that t
with you and will affect the way of thinking and feelamgl acting that you now have at your
command. So go ahead now and open your eyes and continue with the next task.

Script for self confidencesuggestiononly condition (SO)- Words 1315

Sit or lie down and make yourself as comfortable as possiblaliwdyour eyes to close your
eyes. Il &dm going to give you a few pictur e
self confidence, that will help you look at yourself in a more positive way, that will help you to
value yourself even more thanuyalready do, that will help you respect yourself more, that

will help you to have an even better feeling when you think about yourself . These suggestions
and pictures that you receive while you are
increase your self confidence, and increase your good feelings about yourself. These pictures
and suggestions that you receive will affect the way you think, the way that you feel and the
way that you act, t heyoll c h see yerselyimaimoreat t i t
positive way. Afterwards youdl |l notice eac
make you happy. As you continue to listen to this CD these suggestions and visualisations will
sink deeply into your unconscious minadawill remain there and will give you increased

energy, youol l feel more alert, energetic,

resourceful, youol |l be able to take the init
yousetforyoursefyoudé!l I find that your nerves are str
and that youodoll feel more stable, your thou
more coll ected and balanced, mor erdnddadieed wi t
time focusing and concentrating and paying

moment, youoll be able to detach your though
and youoll have an i ncr eoasamdfocua Initheintidgt oft o Kk e
di sturbances. Youol | be able to see things
seem | arger than they really are, and withou
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able to look at things thathappenrn a mor e positive way. Youol |l

positive to be found in everything that hap
youol | be able to |l earn from your mistakes,
dificul ti es, youod6ll experience problems as sol
youol | be able to face the future with a de
Youol I be able to | ook at c ondiposijve expeetations wi t F
youol | be able to stand up for yourself mor

become angry that you too have the right to be sad, you will realise that your feelings are as
important as those of other people. Yall more easily express your own ideas, you will

realise that your ideas are as important as those of other people, that you are as important a
person as anyone else. Every day you will experience an increase of inner safety, inner
security, and personatell being, you will become more aware of your resources and your
potential, day by day your trust in your own abilities will increase, day by day your feeling of

safety and inner security will grow, day by day yselfesteemyour self respect and yoself
confidence wil/| steadily devel op. Youol |
personal resources will grow more and more and become more and more positive. These
pictures and suggestions that you receive will affect the way you thenlyay that you feel

and the way that you act, theyol/l change yol
more positive way. Afterwards youodll noti ce
will make you happy.

As you continue to lisn to this CD these suggestions and visualisations will sink deeply into
your unconscious mind and wil/ remain there
more alert, energetic, able to do mmzmabkde, youbbd
to take the initiative and be more able to accomplish whatever task you set for yourself. Every

day you will experience an increase of inner safety, inner security, and personal well being,

you will become more aware of your resources and yowernpial, day by day your trust in

your own abilities will increase, day by day your feeling of safety and inner security will grow,

day by day youselfesteemyour self respect and your self confidence will steadily develop.

Youol !l findatkRatstyommgemer tdat youbre emoti on
more stable, your thoughts will be calmer and clearer, more controlled, more collected and
bal anced, more filled with satisfaction, and

concentrating and paying attention to what e\
able to detach your thoughts from issues tha

increased ability to keep concentration and focus inthe midsteftl ur banc e s . You
to see things exactly the way they are without making difficulties seem larger than they really

ar e, and without |l osing your sense of per sp:
happen in a mork doscbvee whgat V¥bedkds somet
everything that happens youéll find that you
your mistakes, youoll experience that youol |l
prool ems as solutions, hi ndrances as <challeng
future with a deep feeling of calm assuranc
coming events with a feeling olbeablotomstandupnce a

for yourself more, You will realise that you too have the right to become angry that you too
have the right to be sad, you will realise that your feelings are as important as those of other
people. You will more easily express yownddeas, you will realise that your ideas are as
important as those of other people, that you are as important a person as anyone else. Every
day you will experience an increase of inner safety, inner security, and personal well being,
you will become nre aware of your resources and your potential, day by day your trust in
your own abilities will increase, day by day your feeling of safety and inner security will grow,
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day by day youselfesteemyour self respect and your self confidence will steatklelop.

Youol I experience that your picture of your:
and more and become more and more positive.

Allow yourself to picture yourself in some future situation and see how your increased self
confidence enabfeyou to handle this situation better than you ever have before. Allow
yourself now to move into this situation and experience how much better you manage it than

you ever have before. With the help of this training your overall picture of yourseléooliriz

more and more positive, Youol | experience |
about yourself will simply grow and grow as each day goes by. Whempgen your eyes, ,
youoll know that the sugg eestwithgouand will affectithey o u 6 v

way of thinking and feeling and acting that you now have at your command.
So go ahead now and open your eyes and continue with the next task.

Script for Control Condition - Words 1303

Sit or lie down and make yourself as comfortable as possible and allow your eyes to close.

|l 6m going to tell you about Scotl andds weath
on the planet. It is surprisingly temperate for its latitude andré® from any extreme
conditions. In Scotland it is normal to experience H@#zing sunshine and rain ah one

morning, thanks to being in the path of several major weather systems. Scotland is on the same
latitude as Edmonton in Canada, Stockholmwe&en and even the southern tip of Greenland

T but is warmed by the thermal ocean currents of the Gulf Stream from the Gulf of Mexico.
During summertime, Scotland's long daylight hours and pleasant temperataregreat

advantage to everyoneespecialy if you areinterested in outdoor activitieSouthern and

eastern Scotland average some 1400 hours of sunshine pefMy@asunniest months are May
andJunet he countryés northern | atitude means t
temperatvesrange from 13 to 16 degrees Celsiustound midsummer there is no complete
darkness in the north of Scotlanthe Shetland Islands get about four hours more daylight at

this time of year than Londoduly and August are normally the warmest monthh an

average temperature of 19 degrees Celsalihough the temperature has been known to top

32 degrees. Scotl andbs r ai nf arevhiling ciimate ime s u b |
Scotland has provided the countryside with lush green pastures aliogegat. Another benefit

of the weather is the continual supply of fresh water, meaning no droughts or water rationing

that has affected many parts of the UK in recent years. {kittbevn facts about Scotland's

rainfall are that, diring the four summer mdms, rainfall in Scotland is comparable with the

dri est parts of Engl and. Scotl andbs -rainfa
in general, the east coast is cooler and drier than the west, which is milder and viédiey.

of Scot | aastddves have less anoual rainfall than Rome. Rainfall in Scotland
doesndét result i n f | owhidhicandbeommah inparts & England k b ur
and Wales.Thereare only a handful of thunderstorms every year. Scotland's weather systems
generate its hydrelectric industry- an extremely environmentally friendly form of energy.

While the wind generally blows from the south west it can frequently be very windy on the
north-west and gales can be quite common. But apart from the verytcaine there is no

real t hreat of hurricanes or tornadoes. Ho
greatest assets making the country an excellent location for sailing, windsurfing and surfing

not to mention windfarms. January and February are ¢bklest months with maximum
temperatures over low ground averaging 5 to 7 degrees Celsius. On rare occasions,
temperatures have been known to reach 15 degrees when a moist south -avesbetly

370



airflow warms up after crossing the mountains. Frosts asenroon in winter, however
Scotland does not endure severe winters and heavy snow. Snow rarely lies at sea level before
November or after April. Snowfall increases considerably with heightt ot | andés wi
sports resorts are all found in the Highlandsotkand is free from the destructive effects of
natural phenomena such as earthquakes and volcanoes. Although the country lies on natural
fault lines, seismic activity is extremely limited with just the occasional tremor that shakes tea

in cups but nothinglse. Scotland is full of extinct volcanoes, indeed Edinburgh is built upon
them, but there has been no volcanic activity since the Tertiary pesamde 50 million years

ago.

And now | 6m going to tel |ITheUaiersityg bfddnburglsdi nbur
founded in 1583,. The University is deeply embedded in the fabric of the city, with many of the
buildings in the histori®©ld Townbelonging to the Universif§. It was the fourth university

to be established iBcotland The founding of the University is attributedBshop Rbert

Reidof St Magnus CathedraKirkwall, Orkney who left the funds on his death in 1558 that
ultimately provided the University's endowment. The &isity was established byRoyal
Charter granted byJames Vlin 1582. This was an unusual move at the time, as most
universities were established throuBhpal bulls That is an official docuent issued by the
Pope of the Catholic Church. Itis named afterlib#a that was appended to the end in order

to authenticate it. Origindy the University of Edinburgh did not enjoy a custiouilt campus

and existed in a hotchpotch of buildings until the early 19th Century. The University's first
custombuilt building was the magnificent Old College, , situated on South Bridge. Old college
was built to plans by Robert Adam, by the architect William Henry Playfair. Old College was
first used for teachingnatomyand the developing sciencesofrgery From the basement of

a nearby house ran the anatomy tunnel corridor. It went under what was then North College
Street, now Chambers Street, and emdhe University buildings until it reached the
University's anatomy lecture theatre, delivering bodies for dissection. It was from this tunnel
that the body ofVilliam Burkewas taken after he had been hanged. Since then teaching at Old
College has expanded into many other subjects and Old College is n@&ehtbel of Law
Towards the end of the 19th century, Old College was becoming overcrowded Roloesb
Andersonwas commissioned to design new Medical School premises in 1875. The medical
school was more or less built to his design and was completed by the additioMoEivan

Hall in the 1880s. The building now knownMNsw Collegewas originally built as aree
Churchcollege in the 1840s and has been the homiwhity at the University since the
1920s. In addition, the University is responsible for a number of historic and modern buildings
across the City, including the oldest purpdmelt concert hallin Scotland -, St Cecilia's
Concert Hall St Ceci | i a0 sstddradrtihall insise inlihe Briish tslesn d o |
today.Teviot Row Housas another historic building which belongs to the university and is
the oldest purpose buitudent UniorBuilding in the world. There is also the handsomely
restored 17tkcentury Mylne's Court student residendaich stands at the head of Edinburgh's
Royal Mile Edinburgh's Librarypre-dates its University by three years. Founded in 1580, its
collection has grown to become the largest university library in Scotland with over 2 million
periodicals, manuscriptshesesmicroformsand printed works. These are housed in Faculty
and Departmental Libraries and also in the main University Library buildir@eorge Square
which is one of the largest academic library buildings in Europe, and was desigmasiby
Spence In 2002 the Unigrsity was reorganised from its 9acultiesinto three 'Colleges'.
While technically not aollegiate universityit now comprises the Colleges of Humanities and
Social Sciences, Science & Engineering and Medicine & \ééidihe. Within these Colleges

are 'Schoolswhich areroughly equivalent to the departments they succeeded. This has
brought a certain degree of uniformity in terms of administration at least, across the
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University. However, it is notable that individu&thools have a good degree of autonomy
regarding their finances and internal organisation. Along similar lines, all teaching is now
done over two semesters, rather than 3 tértmsnging the timetables of different Schools into
line with one another, ancbming in to line with many other large universities,(notably in the
US, but to an increasing degree in the UK as widll.go ahead now and open your eyes and
continue with the next task.
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5.4 Participant Research Booklet

CONSENT FORM

Title of Project: . An investigation into mood and suggestion

Name of Researcher: Sheila Ross

Please initial
box
1. | confirm that | have had the opportunity to consider the information about the study 0
ask questions and havhad these answered satisfactorily.
2. I understand that my participation is voluntary and that | am free to withdraw at any time ]

without giving any reason, without my student records or legal rights being affected.

3. l understand that data collected during the study may be looked at by relevant individuals from 0
Edinburgh University. | give permission for these individuals to have access to my data.

4.1 understand that results from the study will be publisheia university thesiand published in acader k£
journals / presentations All such results will have any identifying information removed, such that individual
participants could not be readily identified from the results.

5. | agree to take part in the above study. [
Name of Participant Date Signature

Name of PersonDate Signature

taking consen

Financial Incentive

6. | acknowledge of receipt of £6 []

Date Signature
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Thank you for participatingn this experiment.
Please fill in the details below.

Age Gender

Nationality

STOP

Do not turn the page
Until instructed to do so
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A

In this taskyou will be asked to unscramble sentences to form statements.
Eachscrambled senten@®ntains six words. Unscramblee words in each
sentence by placing a number over eadivefwordsshowng the order.
For example:

3 2 1 5 4

has green child the eyes blue
Unscramble the sentences to form statements, not questions. Each sentence can
be unscrambled into more than one statement, but you should choosmenly
statement to unscramblenscramble theentences to form whatever statement
comes to mind first. Worlas quickly as you can bacse your time will be
limited. Do not correct errors. If you make a mistake simply move on to the next

item.
PRACTICE SENTENCES:

1. the windy yesterday weather smpwas
2. some need daoaeesndét she milk
3. his horse carefully bike rides he

On the next page are some more sentences for you to unscramble asrioefore.
have 4 minutes to unscramble as many sentences as possible. Work as quickly
and as accurdieas possibleDo not correct errors. If you make a mistake

simply move on to the next item.

Before you start, you will be asked to memorise a number. Try to keep the
number in your memory while you unscramble the sentences, as you will be
asked to recélt at the end of the test.
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apprehensive people with relaxed new I'm

meetings tense relaxed | at feel

can errors cannot social make |

others foolish | to sensible appear

uneasy other with easy I'm people

won't fool will a | look

think worthwhile othersvorthless | am

I'm people stressed relaxed other with

approaching fine scary people is new

superiors my | please will displease

occasions avoid | social enjoy usually

opinions do me bother others' don't

PLEASE CONTINUE OVER THE PAGE
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pe@le usually from withdraw donft

gatherings dread love usually | social

sizing is up me n@ne someone

attend | social avoid usually functions

me good of bad think others

things say wrong right | the

avoid wish people to | meet

occasionally strangers ver | with talk

Write the 6 digit number , or as much as you remember, in the box below

Indiq

STOP

Do not turn the page
Until instructed to do so
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B This scale consists of a number of words that describe different feelings and emotions.
Read each item and theimcle the appropriate answer next to that word. Indicate to what
extent you feel this way at this present momenniev.

Very slightly Moderately| Quite a bit| Extremely
or not at all A little
1. Interested 1 2 3 4 5
2. Distressed 1 2 3 4 5
3. Relaxed 1 2 3 4 5
4. Excited 1 2 3 4 5
5. Upset 1 2 3 4 5
6. Strong 1 2 3 4 5
7. Guilty 1 2 3 4 5
8. Scared 1 2 3 4 5
9. Hostile 1 2 3 4 5
10. Selfassured 1 2 3 4 5
11.Confident (satisfied) 1 2 3 4 5
12.Sad 1 2 3 4 5
13. Enthusiastic 1 2 3 4 5
14.Proud 1 2 3 4 5
15.Irritable 1 2 3 4 5
16.Alert 1 2 3 4 5
17.Ashamed 1 2 3 4 5
18. Inspired 1 2 3 4 5
19.Nervous 1 2 3 4 5
20.Depressed 1 2 3 4 5
21.Despondent 1 2 3 4 5
(hopeless)
22.Determined 1 2 3 4 5
23. Attentive 1 2 3 4 5
24 Jittery 1 2 3 4 5
25. Active 1 2 3 4 5
26.Discouraged 1 2 3 4 5
27. Afraid 1 2 3 4 5
28.Hopeful (cheerful) 1 2 3 4 5
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C The guestionnaire below is designed to measure what you are thinking at this

moment. There is, of course, no right answer for any statement. The best answer is what you
feel is true of yourself at this moment. Be sure to answer all of the items, geeraife not

certain of the best answer. Again answer these questions as they are trueRigssidu

NOW.

Please circle a number 0,1,2,3 or 4 to indicate how much you agree with the following
statements as they apply to you right now.

Notat | A little Very
all bit Somewhat much Extremely
1 I f_e.ell confident about my 0 0 > 3 A
abilities
I amworried about whether |
2 | amregarded as a successor| O 1 2 3 4
failure
3 | feel frustrated or rattled abou 5 q 5 5 ;
my performance
4 | feel that | am hqvmg trouble 0 1 5 3 4
understanding things that | re:
5 | I feel seltconscious 0 1 2 3 4
6 | | feel as smart as others 0 1 2 3 4
7 | | feel displeased with myself 0 1 2 3 4

| am worried about what other
people think of me

| feel confident that |
understand things

10 | feel inferior to others at this 0 1 5 3 4
moment

11 I feel co_ncerned abOl_Jt the . q 5 5 .
impression | am making

| feel that | have less scholast

12 ability right now than others 0 ! 2 3 4

13 | I feel like I'm not doing well. 0 1 2 3 4

| am worried about looking

14 toolish
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D Please circle a number 0,1,2,3 or 4 to indicate how much you agree with the following

statements as they apply to you.

Not at A little Somewhat| Very Extremely
all bit much

1 | have a fear of people in 0 q 5 . a
authority

2 | I am bothered bplushing 0 1 2 3 4

3 I haye a fear of parties and 0 0 5 . a
social events

4 |l avoid talking to strangers 0 1 2 3 4

5 | I have a fear of criticism 0 1 2 3 4

6 |l avoid embarrassment 0 1 2 3 4

7 | lam distressed by sweating 0 1 2 3 4

8 | l avoidparties 0 1 2 3 4

9 I av0|(_1 being the centre of . q 2 5 4
attention

10 | | fear talking to strangers 0 1 2 3 4

11 | I avoid speeches 0 1 2 3 4

12 | I avoid criticism 0 1 2 3 4

13 I am_dls_,tressed by 0 0 5 5 a
palpitations

14 I have_ a fear of others 0 1 5 3 4
watching

15 | have a fear of 0 q 2 5 a
embarrassment

16 | I avoid talking to authority 0 1 2 3 4

17 | am dls_tressed by trembling 3 q 5 : a
or shaking

E Please circle a number 0,1,2,3 or 4 to indicate how much you agree with the following

statements as they apply to you overlégt month.

If a particular situation has not occurred recently, answer according to how you think you
would have felt.
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Not true | Rarely Some Often True
at all true times true nearly
true all the
time
1 | am able to adapt when 0 1 5 3 4
change occurs
5 | can deal with whatever comg¢ 0 1 5 3 4
my way
| try to see the humorous side
3 | of things when | am faced witl 0 1 2 3 4
problems
4 Having to cope with stress ca 0 1 5 3 4
make me stronger
| tend to bounce back after
5 | illness, injury or other 0 1 2 3 4
hardships
| believe | can achieve my
6 | goals, even if there are 0 1 2 3 4
obstacles
E Under_pressure, | stay focusec 0 1 5 3 4
and think clearly
8 I am not easily discouraged b 0 1 5 3 4
failure
I think of myself as a strong
9 | person when dealing with life' 0 1 2 3 4
challenges and difficulties
| am able to handle unpleasar
10 | or painful feelings like sadnes 0 1 2 3 4

fear and anger
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F Read carefully all statements in each of the groups (A,B,C). Then, choose the
statement that best describes how you felt durindgtgemonth.

Past Failure

| do not feel like a failure.

| have failed more than | should have.
As | look back, | see & [of failures.

| feel | am a total failure as a person.

wWN PO

Selt-Dislike
0 | feel the same about myself as ever.
1 | have lost confidence in myself.
2 | am disappointed in myself.
3 I dislike myself.

Pessimism

| am not discouraged about my future.

1 | feel morediscouraged about my future than | used to be
2 1do not expect things to work out for me.

3 | feel my future is hopeless and will only get worse.

o

STOP

Do not turn the page
Until instructed to do so
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STOP

Do not turn the page
Until instructed to do so

PLEASE CHECK YOUR HEADPHONES
(audio 1)
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F On the next 2 pages are some more sentences for you to unscramble as
before.Remember to wrk as quickly as you can bessse your time is limited.

Do not correct errors. If you make a taise simply move on to the next item.

Again you will be shown a number to memorise

384



meeting dislike enjoy new | people

me people approve other of disapprove

me others will won't disapprove of

attributes my will people shortcomings notice
faults notice other merits my people

relaxed meeting people me tense makes
make bad | impression good a

talking people to dislike like |

indifferent I'm others' opinions worried about
occasions | enjoyable find social upsetting
strangers relaxed feel witbnse |

me fault won't people other will

people I'm new with confident nervous

uncomfortable company comfortable in I'm others'

are other judging watching people me
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engagements usually social endure | enjoy
comfortable circles in anxious social I'm
please must may | people other

careful with am carefree others |

with relaxed tense my I'm superiors

Write the 6 digit number, or as much as you remember, in the bow bel

STOP

Do not turn the page
Until instructed to do so
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G This scale consists of a number of words that describe different feelings and emotions.
Read each item and theimcle the appropriate answer next to that word. Indicate to what
extent you feel this way at this present momenniev.

;/Ii(;?:tly or | Alite Moderately | Quite a bit| Extremely
not at all
1.Interested 1 2 3 4 5
2 Distressed 1 2 3 4 5
3.Relaxed 1 2 3 4 5
4. Excited 1 2 3 4 5
5.Upset 1 2 3 4 5
6.Strong 1 2 3 4 5
7.Guilty 1 2 3 4 5
8.Scared 1 2 3 4 5
9.Hostile 1 2 3 4 5
10. Self assured 1 2 3 4 5
11.Confident (satisfied) 1 2 3 4 5
12.Sad 1 2 3 4 5
13. Enthusiastic 1 2 3 4 5
14.Proud 1 2 3 4 5
15. Irritable 1 2 3 4 5
16.Alert 1 2 3 4 5
17.Ashamed 1 2 3 4 5
18.Inspired 1 2 3 4 5
19. Nervous 1 2 3 4 5
20.Depressed 1 2 3 4 5
21.Despondent 1 2 3 4 5
(hopeless)
22.Determined 1 2 3 4 5
23. Attentive 1 2 3 4 5
24. Jittery 1 2 3 4 5
25.Active 1 2 3 4 5
26.Discouraged 1 2 3 4 5
27. Afraid 1 2 3 4 5
28.Hopeful (cheerful) 1 2 3 4 5
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H

Please circle a number 0,1,2,3 or 4 to indicate how much you agree with the

The questionnaire below is designed to measure what you are thinking at
this moment. There is, of course, no right answer for any statement. The best
answer is what you feel is true of yourself at this moment. Be sure to answer all
of the items, even ifou are not certain of the best answer. Again answer these
guestions as they are true for yRIGHT NOW.

following statements as they apply to you right now.

Not at | A little Very
all bit Somewhat much Extremely
1 I f_e_e_l confident about my 5 q 5 : 4
abilities
| amworried about whether |
2 | amregarded as asuccessor| 0 1 2 3 4
failure
3 | feel frustrated or rattled abot 0 0 > 3 4
my performance
| feel that | am having trouble
) ; 0 1 2 3 4
4 understanding things that | re:
5 | | feel seltconscious 0 1 2 3 4
6 | | feel as smart as others 0 1 2 3 4
7 | | feel displeased with myself 0 1 2 3 4
3 | am Worr_led about what other 0 1 5 3 4
people think of me
| feel confident that |
) 1 2 4
9 understand things 0 3
10 | feel inferior to others at this 0 1 5 3 4
moment
11 I feel copcerned abogt the 0 1 5 3 4
impression | am making
| feel that | have less scholast
e 0 1 2 3 4
12 ability right now than others
13 | I feel like I'm not doing well. 0 1 2 3 4
14 I am worried about looking 0 1 5 3 4
foolish
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I Please rate your answer to the questions (relating to when you were listening to
the audio recording) on the scale below

5 How much did you find yourself thinking in images i.e. in mental pictures and
sensory impressions?

Not at all (1) 2 3 4 5 6 7 8 (9)All the time
6 How much did you find yourself verbally analysing the meaning of the words?

Not at all (1) 2 3 4 5 6 7 8 (9)AIl the time
7 How much of the time did you find your mingandering or daydreaming?

Not at all (1) 2 3 4 5 6 7 8 (9)All the time
8 How relaxed did you feel?

Not at all (1) 2 3 4 5 6 7 8 (9)All the time

STOP

Do not turn the page
Until instructed to do so
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AUDIO 2

Now listen to the following music and rate with a X how much you like each clip on the scale
below

Clip 1
Dislike Like
Clip 2
Dislike Like
Clip 3
Dislike Like
Clip 4
Dislike Like
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K This scale consists of a number of words that describe different feelings and emotions.
Read each item and theimcle the appropriate answer next to that word. Indicate to what
extent you feel this way at this present momenniev.

Very Alittle Moderatel | Quitea | Extremely

slightly or y bit

not at all
1.Interested 1 2 3 4 5
2 Distressed 1 2 3 4 5
3.Relaxed 1 2 3 4 5
4 Excited 1 2 3 4 5
5.Upset 1 2 3 4 5
6.Strong 1 2 3 4 5
7.Guilty 1 2 3 4 5
8.Scared 1 2 3 4 5
9.Hostile 1 2 3 4 5
10. Self assured 1 2 3 4 5
11.Confident (satisfied) 1 2 3 4 5
12.Sad 1 2 3 4 5
13. Enthusiastic 1 2 3 4 5
14.Proud 1 2 3 4 5
15.Irritable 1 2 3 4 5
16.Alert 1 2 3 4 5
17.Ashamed 1 2 3 4 5
18. Inspired 1 2 3 4 5
19.Nervous 1 2 3 4 5
20.Depressed 1 2 3 4 5
21.Despondent 1 2 3 4 5

(hopeless)

22.Determined 1 2 3 4 5
23. Attentive 1 2 3 4 5
24 Jittery 1 2 3 4 5
25.Active 1 2 3 4 5
26.Discouraged 1 2 3 4 5
27. Afraid 1 2 3 4 5
28. Hopeful (cheerful) 1 2 3 4 5
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STOP
Do not turn the page

Until instructed to do so

(visual 1)
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L This scale consists of a number of words that describe different feelings and emotions.
Read each item and theimcle the appropriate answer next to that word. Indicate to what
extent you feel this way at this present momenniev.

Very A litle Moderatel | Quitea | Extremely

slightly or y bit

not at all
1.Interested 1 2 3 4 5
2 Distressed 1 2 3 4 5
3.Relaxed 1 2 3 4 5
4. Excited 1 2 3 4 5
5.Upset 1 2 3 4 5
6.Strong 1 2 3 4 5
7.Guilty 1 2 3 4 5
8.Scared 1 2 3 4 5
9.Hostile 1 2 3 4 5
10. Self assured 1 2 3 4 5
11.Confident (satisfied) 1 2 3 4 5
12.Sad 1 2 3 4 5
13. Enthusiastic 1 2 3 4 5
14.Proud 1 2 3 4 5
15. Irritable 1 2 3 4 5
16.Alert 1 2 3 4 5
17.Ashamed 1 2 3 4 5
18.Inspired 1 2 3 4 5
19. Nervous 1 2 3 4 5
20.Depressed 1 2 3 4 5
21.Despondent 1 2 3 4 5

(hopeless)

22.Determined 1 2 3 4 5
23. Attentive 1 2 3 4 5
24. Jittery 1 2 3 4 5
25.Active 1 2 3 4 5
26.Discouraged 1 2 3 4 5
27. Afraid 1 2 3 4 5
28.Hopeful (cheerful) 1 2 3 4 5
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Visual 2
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5.5 Powerpoint Presentationg Example of Session A

Phd research session

Session A

Please fill in
Consent form and front sheet

and check your headsets are
working

In this first task, you will be asked to unscramble sentences to

Unscramble five words in each sentence by placing a number
over each of five words showing the order.

For example:
3 2 1 5 4
has green child the eyes blue

Unscramble the sentences to form statements, not questions.
Each sentence can be unscrambled into more than one
statement, but you should choose only one statement to
unscramble. Unscramble the sentences to form whatever
statement comes to mind first. Work as quickly as you can
because your time will be limited. Do not correct errors. If you
make a mistake simply move on to the next item.

form statements. Each scrambled sentence contains six words.

* Practice
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720185

flp

Audio Track A: will start next slide
turn on headphones and check

Audio track A
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* Instructions for more scrambled sentences

615239

T2

Audio 2 starts next track

-check headphones
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Audio Track 2

T3

Visual 1 starts next slide
check headphones
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T4

Thank you!

Please hand in your headphones and research
packs & collect your £6
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