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INTRODUCTION

The current ‘best practice’ approach to trauma is to screen for pathology and provide treatment
when required (Cloitre, 2009; Cornum, Matthews, & Seligman, 2011). This reactive paradigm is seen
in the wealth of information and numerous studies regarding debriefing, early intervention
responses following trauma and therapeutic approaches to stress and trauma pathologies. When
Seligman (Seligman & Csikszentmihalyi, 2000) launched the Positive Psychology movement,
academic interest in resilience increased. Positive Psychology literature abounds with research
exploring components of resilience, comparing resilient individuals with less resilient individuals and,
more recently, implementing resilience programs with children. Only in recent months have studies
reflecting resilience training programs with adults appeared (Burton, Pakenham, & Brown, 2009,
2010; Cornum et al., 2011).

Given this backdrop of research in resilience building and PTSD prevention, future research is
needed to explore whether a resilience training intervention can prevent or reduce PTSD and other
post-trauma pathology following exposure to a PTE. Research has confirmed the effectiveness of
resilience training in increasing protective factors in individuals in university (Steinhardt & Dolbier,
2008) and work (Burton et al., 2010) settings. There are also research claims that resilience training
programs have decreased the incidence of pathology in a military setting (Cornum et al., 2011) and
improved adjustment in military (Cohn and Pakenham, 2008) and police (Arnetz et al., 2009)
settings. There is not currently sufficient evidence to support a claim that resilience training can be
effective in the primary prevention of PTSD and this review of the research has identified a lack of
experimental tests of theory-based, targeted, primary prevention interventions for PTSD.

Some professions, by their nature, will be exposed to trauma. Fire and emergency service work is
widely recognised as a stressful occupation, with fire-fighters often exposed to potentially traumatic
situations. This presentation will outline a PhD level program of research that aimed to explore the
possibility of teaching resilience and psychological flexibility to adults in high-trauma professions.
Phase 1 of this project was to develop a program aimed at the primary prevention of Post-Traumatic
Stress Disorder (PTSD) and comprised a literature review, needs assessment and ongoing
consultation with the target organisation (the Department of Fire and Emergency Services, DFES, in
Western Australia). Phase 2 of this project was the implementation and evaluation of the program
via a randomised control trial with a 12-month follow up.

OBJECTIVES

The objectives of this research project are as follows:

1. Determine the frequency of exposure to trauma and the presence (or absence) of symptoms
of depression, anxiety, stress, problematic alcohol use and PTSD within the target
profession.

2. Create an evidence-based, targeted intervention, grounded in literature and research and
aimed at interrupting cognitive mechanisms that have been shown to contribute to
symptoms of PTSD.

3. Refine the intervention in consultation with a target organisation, such that it becomes
tailored to the needs and requirements of individuals working within the targeted high-risk
profession.

4. Evaluate the intervention using a longitudinal, experimental design.
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The proposed research was conducted in two phases. The first phase comprised the development of
a program aimed at the primary prevention of PTSD. The second phase comprised a longitudinal
randomised control trial evaluation of the developed program. The developed program was a 4-hour
intervention delivered during recruit training, aimed at the primary prevention of PTSD. The
development of this program included a systematic review of the literature and prior intervention
programs to distil the key points and inform preliminary program development in consultation with
key members of (and stakeholders in) the target population for further refinement of the program.
This also included a cross-sectional survey of 210 DFES career fire-fighters, to ensure that the
population will be an appropriate target for the intervention.

The intervention aimed to target individuals who were at elevated risk of developing PTSD, given
their membership to a profession with high incidence of exposure to potentially traumatic events. A
traumatic experience is part of the diagnosis of PTSD by definition (APA, 2004) and increased
exposure to PTEs has been identified as a risk factor for PTSD (Maguen et al., 2008; McCloskey &
Walker, 2000; Ozer, Best, Lipsey, & Weiss, 2003; Stephens & Miller, 1998; Violanti, 2006). A
minimum of 60 participants were recruited from the DFES recruit training school, with some recruit
schools receiving training-as-usual (control condition) and other recruit schools receiving the 4-hour
Mental Agility and Psychological Strength (MAPS) training program (intervention condition). All
participants were tracked for their first 12-months as DFES career fire-fighters and measures of
trauma exposure (TSS), PTSD symptoms (PCL-C), stress, depression, anxiety (DASS-21), perceived
social support (SSQ) and preferred coping style (Brief COPE) were administered.

A pre-intervention/ post-intervention/ follow up control group design with clustered random
allocation of participants to groups will be used. Recruits within DFES are naturally grouped into
‘schools’, where a school is a cohort that completes training together. For this reason, random
allocation of single subjects to treatment or control groups was not feasible. Rather, ‘schools’ were
randomly allocated to treatment or control.

The ‘control’ group is the ‘Training as Usual’ (TAU) group; this group was treated identically to the
intervention group, proceeding through all components of DFES training, but did not participate in
the intervention program. Due to the limited time and resources available within the DFES
professional training program, an attention placebo control group was not a viable option. Both the
intervention and TAU groups engaged in an equal number of overall professional training hours. All
participants were measured on the outcome variables immediately prior to the intervention.
Immediately following the intervention, all participants are measured once again on the outcome
variables; and then again 6 months post-intervention, and for one final time 12 months post-
intervention.

The hypotheses for this project (not listed due to space constraints) predict a Group x Time
interaction for the T1 to T2 section of the T1 to T3 outcome trajectory. Specifically, each hypothesis
predicts that this section of the trajectory will increase at a greater rate for the intervention group
than the control group. This prediction is best tested with multi-level mixed effects linear regression
(Bryk & Raudenbush, 1987; Dimitrov & Rumrill, 2003; Hofmann & Asmundson, 2008). GLMM will
analyse the outcome data within the context of a hierarchical design in which Time (T1, T2, T3) is
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nested within Participants, Participants are nested within schools, and schools are nested within
group (intervention, control).

GLMM has several advantages over traditional statistical procedures for analysing behavioural
change. Firstly, GLMM does not rely on participants providing data at every assessment point; it uses
all the data present at each assessment point thereby reducing the impact of subject attrition on
statistical power. Moreover, GLMM can deal with unequally spaced data collection points, is robust
to unequal group sizes, does not require equal variances at each measurement occasion, or an equal
covariance between all pairs of time points, and is able to account for correlations that occur
between repeated measurements. Relative to other techniques, GLMM is able to more accurately
estimate group means when group sample sizes are small.

This project is currently in the final stages of data collection and so preliminary results cannot be
included in this proposal. Full results will be available by the time of the proposed presentation in
September 2015.

DISCUSSION

There is a clear need for prevention research of this nature however it is often limited by practical
concerns and barriers, including organisational restrictions, time constraints within training
programs and differing priorities across stakeholder groups. The barriers encountered during this
program of research will be discussed, including recommendations for how to avoid similar barriers
in the future.

The bulk of the discussion will be guided by the results, which are not yet available. Future directions
for similar research and practice will be discussed in light of the current results.
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